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Too Young to Blow 


This relief—prescribed bymany 


he r N QO S e @ @ @ laryngologists—is safe and sure 


— very young suffer doubly from 
coryza, simple cough and similar 
ailments. They cannot and should not 
blow their noses as can adults. Anagent 
of relief is doubly necessary. And many 
laryngologists have found an ideal agent 
in Mistol. 


The little sufferer’s mother can 
readily apply Mistol. Two or three 
drops in each nostril diffuse and spread 
over every inflamed part of the mucous 
membrane. The viscous quality of 
Mistol causes it to cling tenaciously to 
the surfaces where it cannot be readily 
washed away by natural secretions. 


Here its soothing action allays the 


Mistol 


REG. U.S. PAT. OFF. 


irritation and aids nature in more 
quickly establishing normality. There 
is no possibility of sinus trouble since 
no force is used in application. 


Mistol was developed in co-opera- 
tion with leading nose and throat 
specialists. Its base of liquid pe- 
trolatum 
forms an 
ideal ve- 
hicle for 
correctly 
propor- 
tioned men- 
thol, cam- 
phor and 
eucalyptol. 











Sold in original sealed cartons containing a two-ounce bottle and special Mistol dropper 
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I have taught and written for nearly forty years on 
this subject, with especial reference to cancer of the 
uterus. I am prepared to agree with the state- 
ment of Dr. Bloodgood that every accessible lump in 
the body should be widely excised—not simply enu- 
cleated—even wens and pigmented moles. In fact I 
have had a half dozen of such growths removed from 
my own person. Two of the irritated areas were found 
to be true epitheliomata, as was a wart in a member of 
my own ‘family. 

I could cite cases of intra-pelvic neoplasms, assumed 
to be non-malignant—solid tumors of the ovary, der- 
moids, even fibro-myomota of apparently no clinical im- 
portance, which were found to be undergoing malignant 
changes though without metastases. 

It has been my invariable custom to amputate the 
cervix uteri when the seat of extensive laceration and 
so called “erosion,” and to have serial sections made, 
which in several instances showed clearly the beginning 
of squamous-celled, or adeno-carcinoma. A _ similar 
experience with diagnostic curettement of the uterine 
cavity has confirmed my opinion that by operating in the 
pre-cancerous stage we may really hope to obtain a per- 
manent cure. By “cure” of cancer I understand its non- 
recurrence after ten years—not three or five. Only by 
actually examining the patient after such an interval 
can we speak of a “cure,” so treacherous is the disease 
of which we as yet know so little. 

In a recent issue of the Journal of Surgery end Gyne- 
cology appears an address by Dr. Wm. Mayo, that sup- 
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Henry C, Cog, M.D., 
New York. 


plements Dr. Bloodgood’s statement and emphasizes 
the necessity of having every growth examined by a 
competent microscopist, during operation, the patient's 
consent to a radical operation previously being obtained. 

I recall with sorrow cases in which patients have been 
allowed to leave the hospital after an apparently inno- 
cent growth, had been enucleated, or not widely excised, 
of the breast, and the pathologist reported afterward that 
malignant changes had been discovered on more careful 
examination. 

This should not, nay must not, occur now, for it is a 
reproach to the modern surgeon with all his improved 
advantages for making an exact diagnosis. 

According to Dr. Mayo, his pathologist can now con- 
fidently assert at the operating-table whether the neo- 
plasm is best treated by radical excision, or is more suit- 
able for treatment by the electro-cautery, radium, or the 
roentgen ray. While writing this I have strongly ad- 
vised a woman past the climacteric, with a painless lump 
in her breast, unchanged after a year, to have it ex- 
cised, examined microscopically and a radical operation 
done at once if sections are even suspicious. Being a 
sensible woman she promptly decided to return to her 
surgeon and urge him to follow my advice. 

“Mutilation,” so dreaded by women in breast cancer 
especially, is a side-issue compared with “cure.” While 
we are trying to educate the laity to apply to the physi- 
cian before symptoms develop, why not add the fact 
that “an ounce of prevention is worth a pound of cure”? 

30 Fifth Avenue. 
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Brain Weight and Legislative Ability in Congress 
Including Measurements of Pain 


Dr. ArtTHUR MACDONALD 
Washington, D. C. 


More than thirty thousand bills are introduced in 
each Congress, two to three thousand pass, twenty-seven 
thousand fail (say). There are probably one hundred 
persons interested in each bill, on the average, which 
means several millions of more or less dissatisfied or dis- 
grunted citizens for every Congress, and this has been 
going on for many years. Such dissatisfaction is cumu- 
lative, making persons anti-Congressional. In addition 
to all this, the faults and mistakes of Members of Con- 
gress are published (usually exaggerated) as often as 
they come up for election. This is a general test much 
more severe than any mental or other kind of test. As 
in business, so in political life, it is the delivery of the 
goods that is the real test. If the Lawyer’s errors, the 
‘Doctor’s mistakes and the Preacher’s faults were pub- 
lished from time to time, how would these gentlemen 
compare with Members of Congress? 

The Members of Congress have been tested by the 
people already, and though occasionally the people may 
make a mistake in their choice, as a rule, they do not. 
The plan of this study, is not to compare Congress with 
people outside, but to compare Members of Congress 
among themselves, as to legislative ability and brain 
weight, including measurements of pain. 

As all legislative bodies are competitive in their activi- 
ties, success is necessarily connected with merit. Also 
most legislative activities are not arbitrary but all have 
certain courses, and may follow a law yet unknown, 
which future scientific research may discover, and thus 
lead to changes in rules of legislative procedure. 

Estimate of Legislative Ability 

Legislative ability depends upon the number of bills, 
amendments, motions and resolutions introduced, and 
the number of these reported only, passed by either 
House only, and those enacted into law; also upon fre- 
quency of remarks and number of subjects discussed 
upon the floor, and the number of Committee reports. In 
accordance with this plan the record of each member 
was studied and estimated in units of value, which are 
given in Table 1. The details and methods of these 
legislative estimates are given in another study, to be 
published later. 

Method of Estimating Brain Weight 

The maximum length, breadth and height of head of 
each of the 89 members of Congress studied, were re- 
corded in millimeters and the following equation was 
used called the “Lee-Pearson Formula”, which gives 
the volume within the skull, or the cranial capacity. This 
equation or formula, is written as follows: (head length 
—1l1l) X (head breadth—11) X (head height—11)x 
.000337 + 406.01. In order to obtain the brain weight 
of each Member of Congress from his cranial capacity, 
we use Welcher’s tables thus: 

When cranial capacity runs from 
1200 to 1300 cubic centimeters (73 to 


i 79 cubit inches), it is multiplied by .91 
* 1300 to 1400 cubic centimeters (79 to 85 cubit inches), it is multiplied by .92 
1400 to 1500 cubic centimeters (85 to 91 cubit inches), it is multiplied by .93 

: “4 


1500 to 1600 cubic centimeters (91 to 97 cubit inches), it is multiplied by . 
1600 to 1700 cubic centimeters (97 to 103 cubit inches), it is multiplied by .95 


1 From studies on cadavers, the author has modified this formula so that 
it reads as follows: (head length—6)x(head breadth—7)x(head height—5)x 
.000337+406.01x.90. This modified formula is based upon the results of 104 
autopsies, where the head was measured, and the brain taken out and 
weighed. The results from these measurements, compared with the actual 
brain weights, was the reason for se this formula. The autopsies 
were conducted by Dr. Walter Freeman, pathologist of Washington, 


To illustrate, let us figure out the brain weight of 
Congressman A for instance: his length of head is 201 
millimeters (8 inches) ; breadth of head 152 millimeters 
(6 inches) and height of head 146 millimeters (5 inches). 
Applying the “Lee formula”, given above, we have: 
(201—11) « (152—11) & (146—11)x .000337 + 
406.01 = 1625 cubic centimeters (99 cubic inches), 
which is the cranial capacity of the Congressman. To 
obtain the Congressman’s brain weight from his cranial 
capacity, we use Welcher’s table above, and find that a 
cranial capacity of 1625 cubic centimeters (99 cubic 
inches) is to be multiplied by .95, which gives 1543 
grams (54 ounces) as the estimated weight of the Con- 
gressman’s brain. The results for each of the 89 mem- 
bers of Congress are given in Table 1. 


ESTIMATED LEGISLATIVE ABILITY AND BRAIN 
WEIGHT OF 89 MEMBERS OF CONGRESS. 


Estimated Order of 
brain weight standing 
in legis- 
value or in in lative value or in 
credits Grams Ounces’ ability credits Grams 
14 46 274 
16 47 
48 
49 


TABLE I, 


Estimated 
brain weight 


Order of 
standing 
in legis- 
lative 
ability 


No. of 
units of 


No. of 
units of 


in 
Ounces 


é 


SSeeseunseeres 


SEGSSITSESLSSSLSRLSSS: 


“3 
pie i 


433 


SZESSERESAIS 
hasasassraass 
SRISKEBSLSIS 


1In changing grams into ounces, fractio&s are omitted. 


In Table 2, is presented the general averages of credit 
marks for legislative ability, and also for brain-weights 
(in grams and ounces) of all the members studied, and 
also of the 18 Senators and 71 Representatives, by them- 
selves. As will be seen from the table, the 18 Senators 
average the highest both in legislative ability (921 
credits) and brain-weight (1476 grams or 52 ounces). 

Averages 


- 
bility Brains 
Credits Grams 


Table 2. Comparisons between: 


Weight 
Ounces 


No. Divisions of Members 
89 All members studied 
18 Senators studied ; 
71 Representatives studied 
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The Representatives, as a group, stand lowest, both in 
credit marks (258) and brain-weight (1444 grams or 50 
ounces). All the 89 Members together, average 392 
credits for legislative ability and for brain-weight 1450 
grams or 51 ounces. All these figures for brain weight 
are distinctly higher, than the general average for all 
persons. They would be still higher, had the author used 
his modified Lee-Pearson formula. 


Relation Between Estimated Brain Weight and Legislative 
Ability of 89 Members of Congress 


It is one thing to know that there is a relationship be- 
tween two quantities, but it is much more important to 
know the amount or degree of this relationship. Thus 
we may have two quantities, x and y, which may be 
called variables, as, for instance, the brain weight (x) 
and legislative ability (y) of Members of Congress. 

To measure this amount or degree of relationship, we 
make use of an equation, called the Pearson Coefficient 
of Correlation’, which is represented by the letter r 
and written: 

Sxy 


N.Sx.Sy 
In this equation, 


S = the sum of what immediately follow. 

x = the deviation of the x-values from the mean of x 
y = the deviation of the y-values from the mean of y 
n = the number of cases 


the standard deviation of x 


x 
Sy = the standard deviation of y 


If you have the heights of body weights of 1000 sol- 
diers, arranged opposite each other in two columns, and 
desire to find the extent or degree of their relationship, 
it can be done by means of Pearson’s equation above. 
Applying this equation’ to Table 1, we obtain the re- 
sults given in Table 3, which follows: 


Table 3—Correlation Between Legislative Ability and Brain Weight 
of 89 Members of Congress 


5 5 
me 
: bz 
«o x vc § L2se = § 
33 SBS as SES Ss 
E.& Members se $e PS 385 ve 
Eh All S$ oF s§ Pes 58 
as S as HA ase So 
89 Legislative Ability in Credits.. 392 29 412 a | 
89 Brain-weight in grams......... 1450 8 111 65 48+.18 
Senators Only * 
18 Legislative Ability in Credits.. 921 91 581 65 } 61-+.15 
18 Brain-weight in grams......... 1476 16 107 11 
Representatives Only 
71 Legislative Ability in Credits 258 15 1% ww! 50-+.17 
71 Brain-weight in grams........ 1444 4 116 6 


We have given the table in full, but the only part 
that concerns this study, is the last column of Table 3, 
in which the degree of relationship is recorded. between 
the legislative ability and estimated brain weight of all 
the 89 Members; also of the 18 Senators by themselves, 
and the 71 Representatives. The correlation coefficient 
measures the relationship between two variables, as brain 
weight in grams and legislative ability in credit marks. 
If for every increase in brain weight of each member, 
there were an exactly similar increase in credit marks 
for each member, the relationship would be perfect, and 
the correlation coefficient would be 100; but if there 
were no relationship at all, the correlation coefficient 
would be zero. Thus our two hands are very much alike 
and their correlation is very high, say 95 on the scale of 
100 (100 being perfect likeness). 

Now from the last column in the first part of Table 3, 
it will be seen, that for all the 89 members, the relation- 
ship between their legislative ability and brain weight, is 


1The Auriculometer is made by The Alpha Instrument Company of 
Washington, D. C. 





MEDI1ivcAL TIMES 285 





48 with a probable error of .18, which on the scale of 
100,.shows a substantial relationship of nearly half. If 
we take the 18 Senators by themselves, as indicated in 
the second part of Table 3, the relationships shown by 
the correlation coefficient (last column), is 61 with a 
probable error of .15 which is distinctly high on a scale 
of 100, approaching two-thirds. If, as indicated in the 
third part of the table, the 71 Representatives by them- 
selves, are considered, the relationship between their 
brain weight and legislative ability, as indicated by the 
correlation coefficient (last column) is 50, with a probable 
error of .17 which is a little more, than when all the 89 
members are considered. The reader, however, is warned 
to make no conclusions from these figures, as the number 
studied is small. They are given, however, to illustrate 
and explain the meaning of such study. 

There is then, a distinct substantial relationship (48) 
between brain weight and legislative ability in the case 
of these 89 members, as a group, and a distinct and high 
relationship (61) in the case of the 18 Senators, as a 
group. The 71 Representatives taken as a group, 
might be regarded as a random sample of the 435 mem- 
bers of the House, and the 18 Senators, as a random 
sample of the 96 members of the Senate, the proportions 
of those studied being, about the same for each House, 
1/5 of the Senate and 1/6 for the House. Taking them, 
as random samples, they might be considered as repre- 
senting the House and Senate as a whole, and the con- 
clusions applied to the whole of Congress. But as 
already indicated, the numbers studied are too small to 
be used in this way, from the mathematical or statistical 
point of view. Yet in all such pioneer research, they 
indicate a probability that with larger numbers, the re- 
sults might turn out to be approximately true. 


Significance of Brain Weight 


The significance of brain-weight is indicated in the 
animal kingdom. In at least three-fourths of animals, 
and probably more, the species with the heavier brain is 
more intelligent, and this is striking when we come to 
man as compared with the lower animals. As man’s 
intelligence is so much greater than that of the animals, 
so his brain is correspondingly heavier. Thus in the 
animals near to man, as the gorilla, the brain-weight is 
from 400 to 500 grams (14 to 17 ounces), while in man, 
it is from 900 to 1800 grams (31 ounces to 63 ounces), 
a prodigous rise, the average for man being 1350 to 1450 
grams (47 to 51 ounces). These comparative brain 
weights refer to groups and not to single individuals. Be- 
cause one person’s brain is heavier than anothers, it does 
not follow that he is more intelligent, but if the average 
brain weight of, say twenty or more men of same race 
and predominant lineage, is higher than the average brain 
weight of twenty or more men of similar race and pre- 
dominant lineage, the group with the greater average 
brain weight is very probably more intelligent. 

This is also in accord with the fact, that the average 
brain weight of groups of men in different occupations, 
is greatest in that occupation, which requires the most 
intelligence. 

In a former study of twenty thousand Washington 
school children, the author found, that for each age, 
the average head circumference of the bright children 
was distinctly more than that of the dull children. As 
the numbers were large this could hardly be accidental ; 
because it was true also of the children of both the labor- 
ing classes and the professional classes. 

In estimating brain weight, the measurements are taken 
with the usual callipers, except that the height of head 
requires a special instrument. To make this measure- 
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ment, the author has designed a new instrument, which 
he calls the Auriculometer. 

As shown in the diagram, it consists of two steel bars, 
and a third similar steel bar at B (not visible), on which 
another bar (D) slides. The third bar (B) is on the 
plane of the ear; the knob, A, is inserted into the ear; 
the indenture of the knob, keeps it from going into the 
ear too far. The bar E is placed upon top of the head, 
when inserting the knob A, into the ear, and slides up 
and down on bar D, so that any point upon the top of 
the head, can be measured for its distance from the plane 
of the ear. On bar B (invisible) is a scale in millometers 
(1/25th of an inch), the same as on bar D measuring 
the distance of bar E from the plane of the ear, as it 
slides on bar D. On bar B is a level, to keep it on the 
plane of the ear as bar D slides on it. All three bars 





agg SR, 











THE AURICULOMETER 


slide one upon the other. The auriculometer measures 
directly the height of the head?. 


Temple Algometer Applied to 89 Members of 
Congress 


The temple algometer, designed by the author, and 
described below, has been applied to 89 members of 
Congress (18 Senators and 7/1 Representative) in a 
scientific study of them soon to be publihed. In the 
meantime, it may be interesting to give briefly the re- 
sults from the application upon the members of Con- 
gress of this instrument of precision. 

(1) The relationship between disagreeable pressure 
upon the temples and strength of grip on a scale of one 
hundred is 49 which is high (nearly half) and suggests 
that the greater the strength the less sensitive the person. 

(2) Those members of Congress whose predominant 
lineage is Dutch, Scotch, English or Irish, in order men- 
tioned show the least sensitiveness to degrees of pres- 
sure towards pain upon the temples. 

(3) Those members with predominant Scotch line- 
age are the most resistant of all to disagreeable pressure, 
suggesting greater hardihood in life. 

(4) The difference between disagreeable and uncom- 
fortable pressure upon the temples of members of Con- 
gress is 812 grams (28 ounces), for those with pre- 
dominant Dutch lineage ; 565 grams (20 ounces) for the 
Irish, and 275 grams (9 ounces) for the Welsh. 

(5) Members with University education, and mem- 
bers born in the city are more sensitive to pain, than 

1 Explanation of this correlation coefficient will be found in most any 


modern work on statistical methods, to which the reader is referred, where 
details are given. 
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those with less education, or born in the country, sug- 
gesting, 

(6) That tendencies of modern civilization to city life 
and higher education, indicate less power of resistance 
to disagreeable and painful things, that is less hardi- 
hood. 


Temple Algometer 


The temple consists of a brass cylinder B F (see fig- 
ure below), with a steel rod C running through one of 








TEMPLE ALGOMETER 


the ends of the cylinder. This rod is attached to a spring 
with a marker E on the scale, graded from zero to 
4000 grams (141 ounces). The brass disk D, is 15 
millimeters (14 inch) in diameter; the whole instru- 
ment is 30 centimeters (12 inches) in length. 

This algometer is held in the right hand by the ex- 
perimenter, who stands back of the subject and presses 
the disk D against the temples. As soon as the pres- 
sure feels the least bit disagreeable, the amount of pres- 
sure is read from the scale, as indicated by the marker 
E. The pressure is gradually and slowly increased, and 
the same words are said to each subject in the same 
manner, and in every respect the psychological environ- 
ment is made as uniform as possible. 

As soon as the pressure is felt to be the least dis- 
agreeable, the amount of pressure is recorded. The 
person sometimes hesitates to say just when the pres- 
sure is disagreeable, but this intellectual factor is part 
of the experiment. 

There are three inseparable elements involved: first 
the idea of disagreeable; second, the feeling disagree- 
able, and third, the muscle itself; that is, one mental, 
one sensitive and one physical element are all combined, 
and do not exist separated. The idea of disagreeable 
may depend upon past unpleasant mental experiences 1m 
life; the disagreeable feeling, upon past pains and in- 
juries ; the texture of the muscle itself, its thickness and 
that of the skin over it, constitute the physical factor 
to be considered. ; 

The instrument is applied in the same manner again 
and when it feels uncomfortable, the amount of pres- 
sure is recorded; so with the threshold of pain feeling 
the amount required (usually the most) is recorded. 


Interpretation of These Algometer Experiments 


When the person feels a 1500 gram (53 ounces) pres- 
sure to be the least bit disagreeable and a 2000 gram 
(70 ounces) pressure uncomfortable, the difference be- 
tween these pressures, 500 grams (17 ounces), meas- 
ures the difference between the least disagreeable and 
uncomfortable feeling of pressure on the temple. When 
the person requires 3000 grams pressure (106 ounces) 
to have the threshold of pain feeling, the difference be- 
tween the 2000 gram (70 ounces) uncomfortable feel- 
ing, and this 3000 gram (106 ounces) threshold of 
pain feeling; that is 1000 grams (35 ounces) measures 
the difference between these feelings. Since the muscle, 
or physical factor is practically constant, the mental and 
sensitive elements for uncomfortable and threshold of 
pain feeling, have increasingly greater influence ; that is, 
this psycho-physical experiment becomes more psychical, 
and thus, to a certain extent, the differences between the 
idea of disagreeable, uncomfortable and pain threshold 
are measured in grams and ounces. 
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Dying Medical Ethics 


Witiiam Laturop Love, M.D. 
STATE SENATOR, 8TH DISTRICT 


Brooklyn, N. Y. 


To those of us who have been in the practice of medi- 
cine for some years, and to whom the title “Doctor” has 
been a synonym of public service and at the same time 
a certificate of standing in the community, the rapid 
decline in medical ethics on the part of certain members 
of our profession causes a sense of mortification coupled 
with a feeling of alarm. We did not go into this pro- 
fession because we thought it was the best money-making 
business in the world. We knew that the Wall Street 
brokers and the corporation lawyers made 10, 20, 50, and 
even more, dollars to our one, but we were actuated by 
ideals of service to the community; by the opportunity 
to make friends, and at the same time, in an honorable 
way, to make an honest though not ostentatious living 
for ourselves and our families. 

We knew that there were some abortionists and illegal 
practitioners who by their acts have violated the Hippo- 
cratic oath and have disgraced the greatest of all pro- 
fessions, but we also knew that, once in a while, a clergy- 
man is unfrocked, and once in a while a lawyer goes to 
jail by reason of stealing his client’s money; and once 
in a great while a policeman turns out to be a grafter; 
but we also know that the great majority of men in our 
profession play the game square, and have as high a 
standard of unselfish service to the community as any 
group or any profession on God’s green earth. 

There are the good and the bad in all lines (including 
politics), but the sheep outnumber the goats. From a 
personal standpoint, I have been amazed to find how 
much farther the title Senator goes than does the title 
Doctor. There is not the respect paid to the physician 
that there used to be. One reason for this is the fact 
that so many of those chiropracters who took a six weeks 
course by mail hung out their shingles for several years 
without let or hindrance, and called themselves “doctors”, 
and endeavored to convey to the credulous public that 
they had the same right and title to the title “Doctor” 
that any licensed physician had. In fact, they spread this 
propaganda so sedulously that there was a feeling on the 
part of a great many people throughout the State that 
the reason we doctors were against these uneducated 
pseudo-practitioners was because we were jealous or 
envious of them. 

I recollect several years ago, when the bill came up 
in the State Senate to eliminate these “fly-by-night” 
chiropractors who had taken a six weeks course by mail, 
that a group of distinguished physicians came up to the 
Capital at Albany to see me. I took them over to my 
colleague, Senator Campbell of Niagara, and showed 
them the mass of mail and the stack of petitions that 
credulous people, in this district alone, had sent to him 
“to use all his influence as a member of the State Senate 
to see that these chiropractors were not discriminated 
against.” And that was only one man. There are 51 
members of the Senate; and my friends of the medical 
profession were aghast that so many people could be so 
credulous as to believe those claims. The trouble is 
with our Medical Profession—they are “asleep at the 
switch”. Too many of them are utterly unconscious of 
the constant assaults made against them by ignorant, 
uneducated and prejudiced aspirants who desire to treat 
the sick without any training, or without any qualifica- 
tions. 


In 1924, it was stated in public print “that my vote 
alone defeated a monopolistic compensation bill which 
would have put all doctors under the control of the 
State” ; and yet a good proportion of my fellow members 
of the medical profession did not know there was such 
a bill before the Legislature. It is very commendable for 
doctors to be vitally interested in the care of the sick; 
but they must at the same time realize that it is for the 
best interest of the community to see that matters con- 
cerning the public health are not put in the hands of a lot 
of medical clerks or political bosses. 

The practice of medicine should be kept sacred, be- 
cause it is as sacred a profession as is that of the 
priest, clergyman, or rabbi. It involves the family, it in- 
volves the home, and a nation never rises higher than its 
standard of the home. In my opinion, Prohibition is 
distinctly a medical problem... 1 do not think that here 
in New York State it has helped the cause of tem- 
perance, but instead of that, it has hindered it, and hin- 
dered it very much indeed. I say that, not only as a 
physician who is on the consulting staff of the Peck 
Memorial Hospital, the Cumberland Hospital, and other 
institutions—but I also say it as a member of the Legis- 
lature who has been all through the prisons and hos- 
pitals of the State. 

We read in the public press that some physicians, 
whose names were involved in the recent ambulance 
chasing investigation, are going to trial before the Medi- 
cal Grievance Committee of the Board of Regents. If 
these men are guilty, it is necessary for the preserva- 
tion of the ethics of the profession that their licenses be 
revoked. 

The Brooklyn Daily Eagle is to be greatly commended 
for its crusade against these “Chaser Doctors.” It started 
the crusade, and others have followed in this attempt to 
purify the profession as it should be purified. It is 
authority for this statement. I quote this excerpt from 
the Brooklyn Daily Eagle: 

Bic Sums To INTERNES 


“At the trial of Gondelman Dr. Corriero denied hav- 
ing taken money from the attorney but said that Gon- 
delman made payments to a Dr. Sena, a house physician 
who left Holy Family Hospital two years ago and who 
never divided the Gondelman payments with him. 

“Dr. Edwin H. Fiske, president of the Medical Board 
of the Kings County Hospital, stated publicly that he 
had been informed that salaries of $400 to $500 a month 
had been paid to internes in the Kings County Hospital 
by ambulance-chasing lawyers. He also said he had 
heard of one case where an interne had received $2,000 
a month. 

“The Kings County Medical Society, in the August 
issue of its Bulletin, thus summarized the status of the 
physicians involved : 

“1. Internes who have been paid money for informing 
chasers that a man, woman, or child has been injured 
and has been in the hospital and has been so ‘coached’ 
as to ‘sign up.’ 

“2. Practicing physicians who have accepted money for 
guiding chasers to injured patients or steering the in- 
jured one into the arms of certain lawyers. 

“3. Practicing physicians who have assisted lawyers in 
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magnifying or misrepresenting slight injuries and have 
thereby assisted them in extorting unreasonable settle- 
ments from individuals, corporations or insurance com- 
panies for a share of the returns. Also it is alleged that 
practicing physicians have ‘certified’ falsely that injuries 
have been sustained by ‘fakers’ or ‘floppers.’ 

“The first group—internes—are employees of the hos- 
pitals, and except when they are members of this Society 
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or licensed practitioners of the State, are amenable only 
to hospital discipline or court decision. 

“The second group are guilty of no fracture of the 
law. 

“The third group, if our information is correct, are 
accused of obtaining money by false representation. This 
is a crime punishable under the laws of the State.” 

122 Remsen St. 





Pregnancy Toxemia From the Standpoint of the 


General Practitioner* 


By P. Brooke BLanp, M.D. 
Philadelphia 


Introduction. The most perilous experience of the 
human being is simply being born. Childbirth is the one 
fundamental fact underlying all others, and irrespective 
of what we plan for the next generation, it first must 
be born. Pregnancy with its culmination in labor is 
literally an ordeal of fire. It is more dangerous, more 
painful and more mutilating than war. 

The total number of women who die from the com- 
plications of pregnancy and labor throughout the world 
yearly is almost beyond the mind of man to compre- 
hend or even imagine. 

With a population of nearly 2,000,000,000 (exact 
figures 1,748,000,000) the annual maternal death rate, 
all things considered, must reach or exceed 500,000. 
This is equivalent to the destruction of a City in popu- 
lation one-fourth the size of Philadelphia. 


Applying these figures for the short space of a single. 


decade, the toll taken of precious human lives is ap- 
palling. 

America has lost infiitely more women in pregnancy 
and labor than men on the field of battle. 

In this Country, from 1915 to 1926 inclusive, the ma- 
ternal deaths reported in the death registration area 
totaled 174,385 and of this number 70,746 died of that 
seemingly uncontrollable scourge, septicemia. “Other 
accidents of labor,” whatever that statement may mean, 
accounted for 21,222 maternal deaths. 

Puerperal hemorrhage was responsible for 16,081 and 
toxemia combined with other complications of preg- 
nancy took a toll of 65,440. 

The factors chiefly accountable for this tragic sit- 
uation, it is seen, are puerperal septicemia and preg- 
nancy toxemia. 

Septicemia holds the topmost rank as the cause of 
postpartum morbidity and mortality. It has maintained 
this odious position with only slight variation during 
the past twenty-five years. 

Septic infection is the most mortal complication of 
labor, toxemia the most deadly complication of preg- 
nancy. 

As a cause of maternal mortality antepartum intoxi- 
cation, while showing a gradual improvement during 
the past quarter century, runs almost hand in hand with 
septicemia. 

The number of women who succumb to pregnancy 
toxemia every year in the Birth Registration Area of 
the United States totals not less than five thousand. 
If to this number there were added the other fatal ac- 

* From the Department of Obstetrics, Jefferson Medical College. (Read 


at the regular meeting of the Flatbush Medical Society, Brooklyn, N. Y., 
March 9, 1928.) 


cidents resulting from toxemia, (premature separation 
of the placenta, for example,) combined with the tox- 
emic deaths outside of the Registration Area, the ag- 
gregate number of maternal deaths occurring in this 
country during the past two decades could conservatively 
be estimated at 160,000. 

This alone confirms the statement made in a previous 
paragraph that our country has lost by far more women 
in pregnancy and labor than men in the grim tragedies 
of war. 

It is not too much to say that more women between 
the ages of twenty-five and thirty-five die of the com- 
plications of pregnancy and labor than of acute dis- 
ease. 

The mortality figures, however, convey only a vague 
idea of the gravity of the group of conditions embod- 
ied in the term “the toxemias of pregnancy.” 

Including all types of pregnancy toxemia, the con- 
dition is exceedingly common. With more than two 
million full term pregnancies occurring in the United 
States yearly, it is quite safe to claim that twenty-five 
per cent or 500,000 of the patients suffer with toxemia 
in some form. 

Since it is known that approximately every fourth 
pregnancy terminates prematurely in abortion, one may 
perceive that an additional 500,000 pregnancies could 
be incorporated with the other two million. It would 
be quite logical to assume that many of these patients 
suffered with pregnancy toxemia and that in many in- 
stances the gestation itself was interrupted as a result of 
the toxic process, either spontaneously or therapeutic- 
ally. 

As lamentable as the mortality feature of toxemia 
is, it covers by no means the stupendous tribute exacted 
by the ravages of this disease. Of the large number 
of women afflicted, one must recollect that only a small 
percentage die. 

Today the mortality figures—the lowest thus far re- 
corded—do not exceed, including all cases, five per 
cent. Even the mortality of eclampsia is lower today 
than at any time in medical history, and can conserva- 
tively be stated as less than ten per cent. 

The mortality figures, however, do not disclose com- 
pletely the morbid aspects of toxemia. 

How: many patients recover spontaneously or after 
therapy but who, notwithstanding, are left with organs 
twenty-five per cent or more physically impaired, is im- 
possible to say. 

Recent clinical investigation seems to indicate that 
our former opinion of toxemia, respecting its remote 
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and permanent effects on the viscera, was somewhat, if 
not entirely, erroneous. 

Heretofore, it has been generally assumed that preg- 
nancy intoxication, pre-eclampsia and eclampsia, for 
example, left no permanent mark of injury in the vital 
organs. In the light of recent knowledge this view is 
no longer generally accepted, because it is now known 
that in numerous instances permanent renal damage 
occurs. 

It is inconceivable that the kidneys alone should be 
indelibly affected. If permanent damage takes place in 
these organs, is it not logical to assume that other struc- 
tures, especially the liver, suprarenal glands, other or- 
gans of internal secretion and the cerebro-spinal sys- 
tem are affected similarly—though probably to a less 
extent ? 

No convincing observations are forthcoming to show 
that pernmianent hepatic, suprarenal, cerebro-spinal and 
other visceral damage takes place, but there is now a 
growing conviction that visceral changes of a more or 
less permanent nature do actually occur. 

All other types of organic disease invariably leave 
some permanent evidence of their action. No one will 
deny that pregnancy toxemia is definitely organic, and 
it would be wholly illogical to believe that, of the organic 
affections, it alone would subside without stamping more 
or less permanently its victim. 

The number of women who never enjoy sound phy- 
sical health after pregnancy with its culmination in 
labor is legion. The expression quite familiar to all— 
“I have not been well since my baby came,” or “My 
trouble began shortly after the birth of my first child,” 
is a component part of nearly every obstetric history. 

It is universally believed that more than fifty per 
cent of the lesions encountered by the gynecologist are 
the backwash of maternity. 

The functional neuroses, so-called, are as obscure 
as speculation itself. They wholly lack a scientific ex- 
planation. They are found most frequently, however, 
in women and mainly in women who have borne chil- 
dren, although I realize they occur with notable fre- 
quency also in individuals who never have been preg- 
nant. 

To me it does not seem irrational to claim that toxemia 
may be accountable for certain sequential lesions, which, 
while not necessarily disabling, may sometimes prove, 
nevertheless, inconvenient and distressing. 

Types of Toxemia. Because I have been requested 
to consider pregnancy toxemia from the standpoint of 
the general practitioner, I believe it would not be amiss 
to refresh our minds in discussing certain elementary 
phases of the subject. 

At the outset one must acknowledge that the group 
of diseases embraced in that vague phrase, “the toxemias 
of pregnancy,” comprises in the main the most obscure 
conditions in obstetric pathology, especially with respect 
to their proper classification and etiology. 

It may be of interest to point out that recent investiga- 
tion seems to indicate that they have a common origin 
and for the most part, save nephritic toxemia, are one 
and the same disease, differing only in their clinical 
behavior. This theory is in the embryonal stage and 
as yet has not been accorded general acceptance. 

The toxemias are still classified under the orthodox 
heading as six different and distinct conditions, namely : 


(a) Simple nausea and vomiting (morning sick- 
ness). 
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nausea and (hyper- 


(b) Pernicious vomiting 
emesis ). 
(c) Acute yellow atrophy of the liver. 
(d) Nephritic toxemia. 
« (e) Pre-eclampsia. 
(f) Eclampsia. — 

Formerly this grouping included, also, neurotic or 
reflex vomiting, but this type is no longer regarded as 
a clinical entity. Neither is simple nausea with vomit- 
ing considered a manifestation of a neurosis, though it 
must be acknowledged that it finds expression more 
frequently in neurologic subjects. 

It is now generally believed that ordinary vomiting 
of the simple type is essentially organic in origin and 
a symptom complex associaced with morbid changes iv 
the viscera, though these changes may be only mild in 
extent. 

Hyperemesis is not viewed today as a special or dis- 
tinct type of metabolic autointoxication, but rather an 
aggravated or terminal phase of the mild variety. 

Acute fatty degeneration of the liver in the light 
of modern knowledge one may regard as the culminat- 
ing stage of the foregoing. It may, however, occasion- 
ally arise abruptly and pursue a virulent course from 
the outset. 

Nephritic toxemia is dependent on primary kidney 
disease or relative renal insufficiency. Williams and 
his co-workers believe the latter is the most common 
and they refer to the condition as the “low reserve kid- 
ney.” It is thus perceived that in this form of toxemia 
the renal disease is basically responsible for the sec- 
ondary toxemic process. 

In pre-eclampsia and in eclampsia itself, on the other 
hand, the toxemia is primary, the nephrosis or renal 
lesions being secondary and dependent on the irritating 
substances incident to the metabolic processes engen- 
dered by pregnancy. 

Etiology. It now may be of interest to refer briefly to 
the etiology of pregnancy toxemia, and at once frankly 
confess we are still floundering more or less in the dark, 
though promising rays of light seem to appear on the 
horizon. 

Despite the enormous amount of investigation that 
has been carried on with respect to the character of the 
substances fundamentally responsible for toxemia, the 
true nature of the toxin or toxins remains largely in 
mystery. 

Hofbauer has recorded successful attempts to pro- 
duce experimentally in animals the characteristic clin- 
ical symptoms with the microscopical and chemical fea- 
tures of toxemia. 

Histamin was used, and, from the results obtained, 
it is suggested that this substance or allied bodies may 
be the specific toxic substance concerned in the toxemic 
process. 

From an exhaustive study made by Cruickshank, 
Hewitt and Couper, they were not able to find clinical, 
hacteriologic, histologic or experimental evidence that 
toxemia is due to any animal or vegetable parasite or 
to endocrine disturbance. They believe the cause of 
toxemia is to be found in some substance elaborated in 
the fetal or placental tissues, or produced by some dis- 
turbance in maternal metabolism. 

As to the origin of the poisonous material, be it bac- 
terial, endocrinal, maternal or placental, some progress, 
as I will point out later, is being made, though at this 
time it is not possible to point definitely to its source. 


If we still accept the view that toxemia is a mani- 
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festation of metabolic autointoxication, a reasonable 
hypothesis of the source and action of the poisons may 
be founded on the assumption that all metabolic pro- 
cesses are associated with the formation of waste prod- 
ucts which are more or less toxic. - 

In order to counteract or render wholly innocuous 
these substances, the human organism is provided with 
an elaborate system of protection. 

In the first place, all waste material is dealt with 
chemically and thereby broken up into material less toxic. 
In the second place, deleterious substances are filtered 
out of the circulation. 

Probably nearly all the viscera, including the liver, 
intestines, pancreas, spleen, thyroid, adrenals and _ pit- 
uitary, participate in the de-toxicating process. Because 
the liver and kidneys represent the great filtration sys- 
tem of the human organism, it is natural to assume 
that the second function is performed chiefly by these 
organs. 

Obviously, they must bear the chief burden of any 
extra strain placed upon the defensive mechanism of 
the body. During pregnancy the factors involved in 
fetal development must favor metabolic imbalance and 
hence special stress is imposed upon the structures prin- 
cipally concerned with filtration. This may test the 
physiologic capacity of the organs to the utmost and 
they may ultimately fail. 

Even partial failure of one organ may be sufficient 
to disorganize the defensive system as a whole. This 


old hypothesis, still generally taught, may be illustrated 
by taking the liver for example, though it probably ap- 
plies to some extent to all the other organs concerned. 
If the liver proves incapable of coping with the extra 
strain, it naturally will allow some of the poisonous mat- 
ter to filter through without altering its toxic prop- 


erty. This unchanged substance is then conveyed to 
the kidneys, irritating or damaging the secreting epi- 
thelium and: thus retarding or diminishing renal ac- 
tivity. 

Faulty kidney function favors the gradual accumu- 
lation of toxic matter in the blood. This is passed on 
to a liver already incompetent, rendering it still more 
incompetent. In this way a vicious circle is formed 
with the blood stream becoming progressively flooded 
or saturated with poisonous matter. 

With the blood partially charged with toxic material, 
the milder forms of toxemia are probably provoked, but 
when the accumulation reaches the point of saturation, 
the more sever and tragic types are incited. 

For the sake of illustration, an analogous situation 
may be found in a slumbering volcano, with the heat 
and gases gradually accumulating over a period of 
time, finally terminating in a violent explosion. 

The foregoing is the familiar conception of the de- 
velopment of toxemia. This is founded wholly on theo- 
retical reasoning. Nearly all standard works on ob- 
stetrics cling to this classical description, all implying 
that toxemia is a reaction of the human organism to 
an accumulation of waste products of metabolism. 

There seems to be a growing conviction, however, 
that some special substance resulting from faulty meta- 
bolic function is the provocative factor. There is a 
growing belief, also, that the various phases of toxemia 
do not represent different clinical entities, but are one 
and the same disease with varying clinical manifesta- 
tions. 

Personally, I remain open to persuasion and convic- 
tion regarding the latter theory, although I am strongly 
inclined to this view. 
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The theory of Titus and Harding that pregnancy 
toxemia is an expression of glycogen deficiency appears 
to be based on sound philosophical grounds. I should 
like to say at this time that the work of Titus is the 
most outstanding contribution to the science of ob- 
stetrics that has appeared in the last decade, and merits 
the highest praise. 

From a series of painstaking studies extending over 
a period of more than ten years, Titus found, he claims, 
a rather characteristic reduction in the percentage of 
blood sugar in all cases of toxemia, including hyper- 
emesis and eclampsia. 

Heretofore, it was believed that eclampsia was in- 
variably associated with a hyper-glycemia. Titus has 
demonstrated to his satisfaction that this view is er- 
roneous. Hyper-glycemia, he found—owing to violent 
muscular exertion—accompanied the convulsive stage 
of eclampsia, but prior to and immediately after the 
convulsions he discovered a marked diminution in the 
percentage of blood sugar. 

I realize that I may meet with strong opposition, 
if not rebuff, in attempting to group all types of toxe- 
mia, save the nephritic variety, under a single heading, 
or in other words regard them as a single disease with 
varying clinical phenomena. 

The work of Titus, already referred to, however, 
offers substantial proof in support of my attitude. 

Williams, however, in a recent paper states that for 
years he has contended that such a conception is falla- 
cious and tends to complicate rather than clarify the 
situation. This writer maintains that several distinct 
conditions must be considered and that any attempt to 
incorporate them into a single group will retard the 
eventual discovery of their respective causes. I have 
simply referred to the teaching of this distinguished 
author to show that the question is still subject to 
controversy. 

Sequelae of Toxemia. There is another interesting 
phase of toxemia calling for discussion. It has long 
been claimed that eclampsia usually does not recur in 
an individual once the victim of the disease. It has 
likewise been taught that toxemia—eclampsia especially 
—rarely leaves enduring imprints of its action ‘and 
that recovery is usually complete. 

In discussing this feature of the problem, Williams in 
his latest contribution was unable to find, he says, any 
evidence of renal trouble or altered blood pressure in 
eclamptic patients examined at the end of one year after 
the attack. 

In pre-eclampsia, on the other hand, paradoxical as 
it may seem, signs of renal impairment and hyperten- 
sion were found in sixty per cent of the patients who 
had been discharged as well. 

These observations led Williams to believe that pre- 
eclampsia was not the precursor of eclampsia itself, 
as was generally assumed, but an evidence of chronic 
nephritis in a mild or larvel form. 

Cases of this type Williams and his co-workers, Stan- 
der and Peckham, include in a new category which they 
term the low reserve kidney. 

Pre-eclampsia they now limit to a relatively small 
group of cases in which the patients are acutely ill, 
presenting symptoms of an impending explosive or an 
eclamptic character. Defined in this way, Williams 
states, pre-eclamptsia is a relatively rare condition and 
does not exceed five per cent of all late toxemias. The 
great bulk of cases heretofore diagnosed as pre-eclamp- 
sia, it. will be noted, he says, falls into the group de- 
signated as the low reserve kidney. 
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This field of inquiry, it is observed, is receiving the 
attention, long overdue, it rightly deserves. Simply 
because it has not been common for a patient, who suf- 
fered with eclampsia in one pregnancy, to experience 
it in another, it was believed the condition left no endur- 
ing marks of its action, an attitude, however, never as- 
sumed in other forms of organic disease. 

Nevermann, from a careful investigation of sixty 
patients who had suffered with eclampsia from one to 
twenty-three years previously, found that inconvenient 
though not disabling sequelae were not unusual. Thir- 
teen of the patients reported severe headache, twelve 
poor memory due, the author thought, to cerebral dam- 
age; four had very definite visual defects, five per- 
sistent edema of the legs, and eight a hypertension 
ranging from one hundred and forty to one hundred 
and seventy. 

Recently a patient consulted me who had had one 
full term pregnancy thirteen years before. During or 
immediately after the birth of her child she suffered a 
violent attack of eclampsia. She has not, as expressed 
in her own words, “enjoyed a well day since.” 

Bunzel, in sixty eclamptic patients delivered in the 
Sloane Hospital, studied thirty-five of these in sub- 
sequent pregnancies and labors. Eleven or thirty-one 
per cent did not develop recurrent trouble, but twenty- 
four or sixty-nine per cent exhibited frank clinical signs 
of toxemia. Of these, five were mild, eleven moderate, 
seven severe and one had postpartum convulsions. 

While the classification, etiology and certain other 
phases of toxemia are of absorbing interest and of ex- 
treme importance, I regret that only the most shallow 
surface of these fields of the topic can be considered 
in this paper. 

Diagnosis. The prompt recognition of the various 
features of toxemia is of paramount importance, and be- 
fore passing on to the therapy of the condition it seems 
incumbent that further, though brief, reference be made 
to this phase of the subject, especially with regard to 
modern laboratory methods as diagnostic aids. 

Generally speaking, one may say that the recogni- 
tion of the different types and their gravity depends 
on the clinical features of the disease rather than on 
laboratory investigation. I am familiar with no labora- 
tory test, save the dterminatio nof the sugar content of 
the blood—and I am not convinced that this is wholly 
reliable—that materially aids one in the recognition of 
the disease. This aspect of the subject has recently 
been most scrupulously analyzed by Cruickshank, Hewitt 
and Couper. Their observations received conspicuous 
editorial comment in the December 10th, 1927, number 
of the British Medical Journal. In the main their ob- 
servations are in accord with the conclusions reached in 
this country, and are summarized in the Journal above 
named, briefly as follows: 

“The results of blood analysis showed such great 
individual variations that it was often impossible to 
diagnose the type of toxemia from these findings 
alone, and the analysis of the urine had only a limited 
value on account of the difficulty of obtaining the 
complete daily output. Nevertheless the general con- 
clusions which the authors have drawn from their ob- 
servations seem to be that the peculiarities of the 
blood and urine which characterize the later months 
of pregnancy are maintained, and may be exagger- 
ated, in all the forms of the toxaemias of the later 
months of pregnancy; that though there is no definite 
azotaemia in ordinary cases in any of the varieties 

studied, moderate nitrogen retention is not uncom- 
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mon in fully developed eclampsia; and that the hyd- 
raemic state of the blood which is characteristic of 
late pregnancy and the oedema which develops in 
certain toxaemic cases do not show any demonstrable 
relation to the chloride content of the blood or to 
the output of chlorides in the urine. 

“Tests of the hepatic function have aroused much 

attention of late, and those here investigated include 
van den Bergh’s reaction, Fouchet’s test for bilirubin, 
Ehrlich’s aldehyde test and Schlesinger’s test for ex- 
cess of urobilin and urobilinogen, Gmelin’s test and 
the iodine test for excess of bilirubin, Oliver’s and 
Hay’s tests for excess of bile salts in the urine, the 
levulose tolerance test, the nitrogen partition in the 
blood and urine, the coagulation time of the blood, 
the fibrinogen content of the blood, lipase in the 
blood, Widal’s haemoclastic crisis, and glycuronic acid 
synthesis. The authors’ results indicate that none 
of these tests is of real service in the diagnosis or 
prognosis of the various forms of toxaemia of preg- 
nancy. Normal “gravidae with no clinical evidence 
of hepatic insufficiency gave a certain proportion of 
positive results, and in the abnormal cases no corres- 
pondence was found between the results of the liver 
tests and the severity of the clinical manifestations. 
These results are at variance with those of other re- 
cent workers. Thus Berkeley, Dodds, and Walker 
obtained positive results with some of these tests only 
in eclamptic patients or in cases so critically ill as 
to require the induction of premature labour; they 
suggested that the results of these tests might be tak- 
en as a reliable indication as to the necessity of term- 
inating pregnancy in cases of albuminuria. For this 
suggestion Cruickshank, Hewitt, and Couper can find 
no justification, and their general conclusion from the 
study of these hepatic tests is that there exists as 
yet no sufficiently sensitive and reliable method of 
examining hepatic function.” 
Treatment. So much, then, for the general consid- 
eration of toxemia. I shall now turn to its treatment. 
In this connection, it is necessary to point out, first, 
that until recently the therapy of toxemia followed em- 
piric lines, second, the transcendent importance of ante- 
natal.care; and third, most important of all, we may 
now be approaching, if not actually near, the age which 
one might regard as almost specific. 

Owing to the lack of positive information with respect 
to the etiology of toxemia, one must acknowledge that 
treatment continues largely more or less empiric. Evi- 
dence of a rather conclusive nature is rapidly accumu- 
lating, however, to indicate that the cause of the trouble 
may be disclosed in the not-far-distant future. With 
this information in hand, it is almost certain that specific 
therapeutic means will follow. 

Indeed, it is now fairly well established that glucose 
freely administered intravenously, if not a specific, ful- 
fills more completely that office than any agent hereto- 
fore advocated and used. It is almost comparable or 
even superior to agents used in certain other conditions 
and designated as specifies. Quinin in malaria and ars- 
phenamin in syphilis may be cited as outstanding ex- 
amples. These drugs, however, are not one hundred 
per cent curative, and hence are slightly minus sheer 
specificity. 

Glucose freely administered intravenously will re- 
lieve or cure seventy-five per cent or more cases of 
early toxemia and hence it may legitimately be recog- 
nized as approaching the specific category. 

If one may regard as a specific any measure providing 
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a curative response of seventy-five per cent, glucose may 
justly be incorporated in the group of agents classified 
as specifics. 

There is in addition to glucose another recourse one 
may include in the specific category. I refer to the 
Protective Goddess of the expectant mother, antenatal 
care. It is generally conceded that not less than seventy- 
five per cent of the early grave, and almost one hundred 
per cent of the mild toxemias can be prevented by this 
measure alone. If zealously practiced, as indubitably it 
should be, the morbid as well as the mortal aspects of 
toxemia could largely be erased from the obstetric es- 
cutcheon. 

In the urban sections of our country antenatal care 
is receiving more and more the attention it deserves in 
both hospital and private practice, but in remote com- 
munities the situation is altogether different. I am 
quite familiar with the conditions prevailing in the sub- 
urban sections of my own State, and I know that more 
cases of eclampsia are admitted and treated in hospitals 
of fifty beds—the small community hospital—than in 
our city hospitals of five hundred beds. Only recently 
the chief surgeon of one of the hospitals to which I 
have referred informed me that six cases of eclampsia 
had been admitted to his institution “since the first of 
the year.” 

This state of affairs may be explained on the ground 
that country women are rather tardy in selecting an 
accoucheur in the early months of pregnancy. In many 
cases they do not consult their doctor until the later 
months of gestation, or until labor impends. This is 


likewise true, however, of the ignorant classes in our 
large cities, though, owing to the free dispensary and 
free maternity service, to a less extent. 


It cannot be laid to the door of midwives, because on 
the whole this practice is more widespread in the cities 
than in the suburban communities. One should be re- 
luctant to place the burden of censure on the rural prac- 
titioner—censure for not providing adequate antenatal 
care. 

If the scrupulous observance of antenatal practice 
will prevent—and we, I believe, are all in accord that 
it will—more than three-fourths of the grave cases of 
pregnancy intoxication, and since this work falls in the 
province of the rural practitioner, it is difficult to place 
a certain amount of the blame elsewhere. According to 
the exhaustive studies of Dr. William Allen Pusey— 
studies with which you are, I am sure, all familiar— 
the bulk of the work in the rural communities is being 
conducted by practitioners who graduated twenty or 
twenty-five yeas ago, and who are not adequately train- 
ed or sufficiently impressed with the importance of 
antenatal methods. The few—all too few—young men, 
imbued with the value of antenatal supervision, who 
take up country practice, reach only a relatively small 
number of the women about to become mothers. Even 
in the smaller towns antenatal care is not accorded the 
consideration it deserves. 

This state of affairs was very poignantly brought 
home to the profession by the attitude assumed by the 
Children’s Bureau of the U. S. Department of Labor. 
If the Bureau did not tell us literally what to do, cer- 
tainly those in charge significantly pointed the way. 
No one has the temerity to deny that all in all, antenatal 
measures have been, if not perfunctorily, at least not 
assiduously practiced. 

To illustrate the woeful lack of antenatal care in 
actual practice, may I call your attention to the study 
of 984 maternal deaths occurring in the State of Massa- 
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chusetts during the years 1922 and 1923. This study, 
in the first place, shows that preventable disease, in- 
cluding septicemia, toxemia and hemorrhage, was re- 
sponsible for fifty-eight per cent of the deaths, and 
that operative delivery of some sort was employed in 
591 of the 984 cases, or in more than fifty per cent. 

Apart from the above, and still more pertinent to 
the question, over fifty-two per cent of the patients 
had less than three months of so-called antenatal care 
Antenatal care for the most part, in its application to 
these cases, was wholly unworthy of the name. If 
practiced in accordance with the standards of the Child- 
ren’s Bureau of the U. S. Department of Labor, in- 
volving adequate care from the fifth month of preg- 
nancy onward, the study shows that only eleven per 
cent of the patients were adequately cared for ar in 
other words, that 89 patients out of every 100 were 
allowed to pass through their pregnancy without proper 
supervision. 

This is rather a sad commentary on the present state 
of our quasi-civilization—susceptible as this condition 
is to instant disruption—and the standard of medicine 
as it is supposed to be practiced in our country to-day. 

Here it may be interesting to point out that I have 
not had a single case of grave hyperemesis or convulsive 
toxemia admitted to the maternity ward of the Jefferson 
Medical College Hospital through the antenatal clinic 
during the past three years. 

This e experience is similarly enjoyed by all well regu- 
lated maternities, and it is equally applicable to con- 
scientious private practice. In hospital work eclampsia 
is now rarely seen. Asa B. Davis states that the dis- 
ease is becoming so rare that the internes, students and 
nurses in the New York Lying-In Hospital do not have 
an opportunity to adequately appreciate its gravity. In 
5,400 labors, he records only one case of toxemic con- 
vulsions. 

Polak had but one case of eclampsia: in seven thousand 
deliveries. Newell, in 11, 180 deliveries, records eleven 
toxemia deaths. Only one of the eleven patients re- 
ceived antenatal care. In 40,000 deliveries, DeLee did 
not have a single death among the patients treated an- 
tenatally. Spidell did not observe a single instance of 
eclampsia in 2,700 deliveries. All the patients were 
antenatally cared for. 

The preventability of mortality from toxemia and 
the complications of pregnancy in general is strikingly 
illustrated by the work of the Maternity Center acting in 
co-operation with the Henry Street Settlement in New 
York City. In a study of 8,743 mothers who received 
pre-natal nursing, the mortality from eclampsia was re- 
duced to about one-third of the percentage that usually 
occurs in the general population from this cause. There 
were only three maternal deaths which could definitely 
be ascribed to eclampsia, though nine were expected. 

The fact that ninety-five per cent of the patients with 
toxic albuminuria went to full term, is also extraordin- 
arily significant, because a proportion of only five per 
cent prematurity in toxemia must be looked upon as 
a most gratifying result. 

The maternal death rate from all puerperal causes, 
except septicemia, in the group of mothers who re- 
ceived pre-natal care, was only 2.06 per cent per 1,000 
births, as compared with a rate of 2.84 per cent in 
Manhattan Borough as a whole. In Boston the Instruc- 
tive District Nurse Association reduced, it is claimed, 
the maternal death rate for the year 1920 from seven 
in every 1,000 births to two in every 1,000 births. The 
Metropolitan Life Insurance Company reports that dur- 
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ing the period from 1911 to 1919, among women be- 
tween the age of 29 and 34, whom the nursing service 
looked after in confinement, the mortality rate was re- 
duced 20.5 per cent, while among women of the ages 
mentioned in the population as a whole, the reduction 
in the death rate during the same period was only 3.8 
per cent. 

It is very significant that in other countries similar 
favorable results are observed and reported. In 4,368 
patients antenatally supervised in Huddersfield, Eng- 
land, there were ten deaths or 2.29 per one thousand 
live births. In 10,012 patients not supervised there were 
sixty-five deaths or 6.49 per one thousand. In the 
Toronto General Hospital among 505 public ward pa- 
tients not supervised eighteen or 3.5 per cent died while 
in 461 public ward patients who were antenatally super- 
vised there were only two deaths or 0.4 per cent. 
These two patients died of eclampsia. 

Similar figures could be cited indefinitely portraying 
the supreme value of antenatal supervision. I am quite 
certain you are all familiar with the situation. It seems 
almost a waste of man’s wisest counselor, time, to 
refer to the measures included in this most dependable 
recourse of the accoucheur. 

They may, however, be summarized as follows: 

(a) Regular monthly visits to the physician dur- 
ing the first thirty-two weeks and every two weeks 
thereafter. More frequently if necessary. - 

(b) Regular physical investigation, including a 
thorough systemic study, especially of the blood and 
urine. 

(c) Blood pressure readings are of utmost import- 
ance and the sphygmomanometer is comparable to the 
mariner’s compass, foretelling cloudless skies or im- 
pending storms. 

(d) Pelvimetry has no connection, of course, with 
the treatment of toxemia, but it should always con- 
stitute a part of the routine antenatal examination. 

(e) Instructions regarding rest, exercise, the mari- 
tal relation, oral hygiene, and the care of the skin 
and bowels are of vital importance. 

(£) The diet should be outlined and the value of 
the ingestion of carbohydrates in the early months of 
pregnancy emphasized. Many cases of toxemia can 
be prevented or relieved by this means alone. Morn- 
ing sickness is invariably relieved thereby. 

(g) Throughout pregnancy the diet should be low 
in salt, as pointed out by Harding, or salt-free. It 
is my custom to instruct the patients to exclude salt 
from the diet one week out of each month prefer- 
ably the first week. 

(h) If, in spite of simple measures, the toxemia 
persists or becomes more marked, glucose promptly 
administered usually brings about a favorable re- 
sponse. It should be used in all cases and in suf- 
ficient quantity to overcome the toxemic process. If 
given properly and in sufficient dosage, a favorable 
response can be looked for in the large percentage 
of cases. 

(i) Three hundred c.c. of a 25 per cent solution 
is usually given and this may be repeated three or 
four times daily. It is not necessary to accompany 
the administration of glucose by insulin. The glu- 
cose itself, it seems, stimulates a natural outflow of 
this material. It does not seem possible to overload 
the blood stream with glucose. 

Recently I had a patient with acute yellow atrophy 
of the liver complicating pregnancy, to whom 3200 c.c. 
of a 25 per cent solution of glucose was administered 
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intravenously in the course of thirty-six hours. No 


untoward effect was noted. In fact, the reaction of the 
patient to the sugar was phenomenal and comparable to 
the response, I might say, to the administration of heroic 
doses of anti-toxin in severe diphtheria. The patient 
to whom I have just referred has recovered completely. 

I have seen several cases of acute hepatic atrophy 
complicating pregnancy, but this is the first instance of 
recovery I have observed. 

During the past two years, wide prominence has been 
given to magnesium sulphate as a curative agent in pre- 
eclampsia and eclampsia. Lazard and others have re- 
ported most impressive results following the administra- 
tion of this substance. I have used magnesium sul- 
phate intravenously in a large number of cases of pre- 
eclampsia, but all in all the measure was disappointing 
and in our clinic it has been abandoned. 

Still more recently the extract of liver known under 
the trade name of heparmone, has received conspicuous 
publicity. Harold A. Miller, of Pittsburgh, has used 
this preparation with, he claims, remarkable results. He 
has administered heparmone in 122 cases of eclampsia 
and pre-eclampsia. In these patients all the subjective 
symptoms were relieved. No preeclamptic patient de- 
veloped convulsions, and fourteen patients with frank 
eclampsia, save one, recovered. The patient who died 
had had convulsive seizures for five days before the 
treatment was instituted. 

Dr. Miller has had a wider experience with heparmone 
in the treatment of pregnancy toxemia than any in- 
dividual in this country, and hence is qualified to speak 
of its value. He advises that from ten to fifteen c.c. oi 
the extract be injected intramuscularly two or three 
times daily. 

He has given more than three hundred c.c. to one 
patient in the course of twelve hours without ill effects 
It is recommended that fifteen c.c. be given daily for 
five days after the convulsions cease. 

Conclusions. In summarizing, may I once more state 
that the specific cause of toxemia remains unknown, 
though recent investigation appears to indicate that we 
may be on the brink of astounding discoveries. With 
the cause known, specific therapy will probably follow. 

Recollecting that antenatal care is the most dependable 
measure of the obstetrician, it should be more zealously 
evoked and more painstakingly practiced. 

So far as specific therapy is concerned, there is no 
substance that one can definitely place in that category, 
though glucose administered intravenously fulfills that 
office more completely than any agent thus far recom- 
mended and used. 

Further experience may disclose that heparmone, even 
though employed empirically, may prove of utmost value. 

Finally, notwithstanding the gratifying results ob 
tained fron the newer measures now being employed 
in the treatment of pregnancy toxemia, one may still 
encounter a case or cases so refractory that nothing 
except terminating the gestation itself may save the 
patient. This drastic measure, however, is rarely called 
for today. 

It is also pertinent to remember that certain means 
long in vogue, as venesection, lavage and colonic irri- 
gation, still have a place in the therapeutic plan, exempli- 
fying the lines of Pope in his Essay on Criticism: 

“Be not the first by whom the new are tried, 


Nor yet the last to lay the old aside.” 
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The Value of a Colostomy 


Cuarces J. Druecx, M.D., F.A.C.S. 
Chicago, Illinois. 


The advisability of establishing a colostomy is a prob- 
lem to be considered in every case of intestinal obstruc- 
tion and I believe it lends itself to every principal meas- 
ure at relief. There is, however, some difference of opin- 
ion regarding the proper time when a colostomy should be 
performed. Some surgeons feel that the colostomy adds 
further to our patient’s discomfort without giving him 
commensurate advantage, while other believe that it 
does provide the greatest possible relief. I am satisfied 
that a well constructed colostomy relieves the individual 
of much pain, prolongs his life, and.if performed before 
he is emaciated, makes him very comfortable. 


The object of a colostomy is to prevent or relieve ob- 


struction of the bowel, and its usefulness is limited to 
the colon and pelvic bowel because ileocolostomy or ileo- 
sigmoidostomy is preferable to any form of colostomy 
when the lesion is situated above the pelvic gut and does 
not leave the patient with the disadvantage of an ab- 
dominal anus. 

The word colostomy (sometimes called colotomy or 
sigmoidostomy ) literally mans an opening or mouth in 
the colon, and in these pages refers to the establishment 
of an artificial opening into some ‘part of the colon 
after the bowel has been attached to the abdominal wall, 
and having for its object the diverting of the fecal stream 
ftom further progress into the bowel below this open- 
ing. The older term colutomy, “to cut into the colon”, 
is used to describe the opening of the.colon to remove a 
foreign body, or tumor or for some other purpose, and 
the immediate closure of the rent in the bowel. Pillore’, 
in 1766, performed the first colostomy by opening the 
cecum in a case of rectal cancer with complete obstruc- 
tion. The lower portion of the descending colon, the 
sigmoid flexure, is the more frequent location of the 
fecal vent and that technic will be described, but the 
establishment of an artificial anus elsewhere in the colon 
is identical. 

There is a widespread misconception as to the incon- 
veniences and discomforts of a colostomy, a dread 
which is unfortunate and unwarranted. In most cases 
we can assure our patient such adequate control that, 
except in the most favorable high lying growths, I do 
not recommend further surgery to reestablish the con- 
tinuity of the rectum with the anal canal. Edwards? in 
a study of fifty cases found that seventeen patients (34 
per cent) had excellent control. They carried on their 
ordinary lives without fear of accident occurring. Fif- 
teen of these had had the growth removed or had been 
operated upon for a non-malignant condition; in four 

a transverse colostomy was done. Twenty-three pa- 
tients (46 per cent) had good control; these had occas- 
ional accidents. Thirteen of these had ‘inoperable can- 
cer. Six patients (12 per cent) had poor control; acci- 
dents were not infrequent. Five of these were inoper- 
able cancer, two were transverse colostomies. Four pa- 
tients (8 per cent) had no control; two of these were in- 
operable cancer and in the other two the growth had 
been removed ; one was a transverse colostomy. 

A properly constructed artificial anus with a long 
sigmoidal loop, in which the feces collect and give the 
patient warning that a bowel movement is imminent, is 
intended as a permanent relief of the obstruction of the 
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lower bowel and is not a makeshift for the prolongation 
of life. It must obviate the uncontrollable discharge of 
feces and flatus and the painful dermatitis in the neigh- 
borhood of the exposed mucosa. Such an artificial anus 
need not necessarily make the individual’s remaining 
life one of isolation from his fellowmen. But we must 
frankly admit that no orifice yet devised will control the 
outflow of the intestinal contents when the material is 
thin and the peristalsis is exaggerated. Colostomy must, 
however, always be considered a palliative measure, un- 
dertaken as a temporary measure for the relief of a re- 
movable condition in some portion of the bowel below 
the opening, or a permanent measure as the only avail- 
able means of affording some help and comfort in an 
unremovable condition. 

One of the fundamental surgical principles involved 
in the treatment of diseased or injured tissues in that 
physiological rest and immobilization is a most valuable 
therapeutic agent. Unfortunately, many organs which 
would be benefited by complete suspension of activity 
are so vital to life that complete rest is impossible. For 
example, the circulatory and urinary systems thust be 
managed with a minimum of function continuing. The 
colon, however, can be completely excluded from func- 
tional activity and, in the treatment of various path- 
ologic condtions which affect it and which cannot be re- 
lieved by medical treatment, can be cured by placing a 
stoma cephalad to the lesion. The prolongation of life 
and increased comfort in incurable condtions of the 
colon, and complete relief from any infective diseases 
of the large bowel made possible only by colostomy is 
evidenced by its increasing employment in recent years. 

While colostomy is a surgical procedure, its employ- 
ment in the treatment of colonic disease offers much 
promise to the internist in the successful treatment of 
diseases of the large intestine. The majority of colos- 
tomies are performed as a step in the relief of obstruc- 
tion of the bowls in cancer of the rectum, where it is 
found necessary to excise the rectum and sphincter 
muscles, and where the continuity of the bowel cannot be 
reestablished. An anus in the normal location, but 
without sphincters, is a torture; whereas an abdominal 
anus, properly constructed, can be made comfortable. 

In the control of inoperable cancer of the rectum, a 
colostomy not only relieves the obstruction but at the 
same time decreases very markedly the irritation of the 
ulceration in the cancerous mass and removes a very 
considerable source of continuous intestinal intoxication. 
Any form or degree of intestinal obstruction saps our 
patient’s vitality unless promptly relieved by the reestab- 
lishment of an artificial anus. Therefore, I recommend 
that colostomy be performed at the earliest possible 
moment after we are convinced that the tumor is in- 
operable, because colostomized patients live longer, suffer 
less and may be given the benefit of treatment with 
radium and x-rays when the bowel is put at rest and 
kept clean with proper irrigations. Even for operable 
cases it is often advisable to perform the colostomy and 
then wait for two weeks before going on to the radical 
operation. 

Frequently, after art artificial anus has been made, a 
tumor previously considered to be inoperable may he 
successfully removed, on account of its diminution in 
size and the great improvement inthe condition of the 
patient. Also it sometimes happens that an artificial 
anus, planned to be permanent, may cease to be longer 
required through unexpected and favorable circum- 
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stances. 
and then abandon the patient to his fate. The after care 
is fully as important as the operation. 

A temporary colostomy may be indicated where the 
disease is curable by treatment or surgical procedure 
and in which it is possible to reestablish the normal fecal 
canal. Also as an emergency measure a colostomy may 
be performed, perhaps under local anesthesia, where the 
patient is suffering with complete obstruction and is in 
extremis. With these several necessities in mind the 
colostomy must be so constructed that should occasion 
require treatment of the distal segment may be applied 
from above and the stoma may later be closed without 
endangering the patient’s life. 

Locating the Colostomy 


Various sites have been recommended for the loca- 
tion of the artificial anus, but it is unsurgical to make 
this choice until after a roentgenologic study and an 
intra-abdominal examination through the laparotomy 
wound to note the location and extent of the diseases 
and to determine on a plan of treatment. Any portion 
of the colon may be used, but obviously a colostomy 
nearer the distal end of the large intestine is preferable 
to one toward the proximal segment. The colostomy 
should, as a rule, be as far from the ileum as possible. 

The ascending colon must necessarily be used in the 
case of obstruction of the transverse colon; similarly, 
the transverse colon when a left sided colostomy is im- 
practicable, as, for example, for the relief of stenosis of 
the descending colon, or when an unusually short mesos- 
igmoid makes it difficult to bring out a satisfactory loop 
of the sigmoid colon for the usual left sided colostomy. 
If the opening is meant to be temporary, colostomy in 
the transverse colon is comparatively easly closed. 


The right sided colostomy is rarely used. The con- 
tents of the ascending colon, from the nearness of the 
small intestines, are always liquid and uncontrollable 
through a fescal fistula or abdominal anus regardless of 
the type of operative procedure or mechanical device. 
The shortness and often the absence of the mesentery 
makes it more difficult to deliver a coil of bowel outside 


of the abdomen. Right sided colostomy is usually only 
a temporary fistula prodced in an emergency operation. 

If local treatments are to be given through the stoma 
it may be placed at any point above the disease. If 
resection of the diseased area is intended, the bowel 
should "be dragged down until the upper segment is taut, 
that as much as possible of the sigmoid may be left be- 
low for the reestablishment of the natural intestinal 
canal. The longer the loop below the abdominal anus 
the easier will be the subsequent operation of extirpation 
or resection. Such a stoma must always be placed suffi- 
ciently distant from the disease to allow freedom in re- 
moving the diseased portion and in rebuilding the struc- 
tures afterward. 

The abdominal anus must never be located near a 
cancer lest it become involved in the malignant exten- 
sion. 

Sometimes the sigmoid has a very short mesentery 
which prevents the bowel being drawn well outside of 
the abdomen, or inflammatory adhesions may produce 
the same condition. In such patients, the colon higher 
up must be used because if the bowel is drawn up for- 
cibly it will cause the patient much agony afterwards, 
due to traction on the mesenteric nerves, and later the 
colon will retract and tend to close the aperture, thus 
frustrating our purpose. The descending colon usually 
has a very short mesentery, its posterior one-third lies 
behind the peritoneum and is somewhat fixed to the 
posterior abdominal wall. The sigmoid, however, is 
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completely surrounded with peritoneum and has a long 
mesentery, varying from three to six inches in length. 

Other things equal, my preference is to locate the 
colostomy in the lower abdimonal quadrant by an incis- 
ion splitting the fibers of the left rectus muscle, because 
this incision is very serviceable for the abdominal ex- 
ploration and it may be used for the artificial anus with- 
out disfiguring the patient with a second abdominal 
scar. With the new anus in this location the individual 
may sit upon an ordinary toilet set with a basin under- 
neath the opening and relieve himself with little or no 
trouble. The parts can also be easily cleansed. Also 
because of the absence of such bony prominences as the 
iliac crests and the anterior superior iliac spine and the 
presence of the linae transverse and the costal arch, re- 
tentive apparatus to catch the feces if used is more 
readily kept in position. Bringing the loop of bowel 
through the split rectus muscle affords a certain degree 
of sphincteric control over the evacuations. 

By operating in the intramuscular manner, hernia is 
less apt to follow and additionally greater sphincteric 
control is secured. 


30 N. Michigan Avenue. 





Fetal Mortality After Induction of Labor by Castor Oil 
and Quinine 


Torleif Torland, Seattle (Journal A. M. A., April 14, 1928), 
has seen two cases of idiosyncrasy to quinine when used to initiate 
labor. One patient manifested a violent skin eruption and edemas. 
As far as induction of labor is concerned, the quinine was unsuc- 
cessful in this case. One week later, spontaneous labor started 
and she gave birth to a normal child. The second patient com- 
plained of a severe headache, ringing in the ears, deafness and 
slight dyspnea. Shortly after she had taken the quinine large 
swellings developed on her face and on the extremities. Her eyes 
were almost closed. The skin was purplish red, with areas of 
dark bluish spots all over. The temperature was 104 F. This 
temperature, however, quickly subsided, and on her admittance to 
the hospital several hours later there was no fever. She had slight 
labor pains. Fetal heart sounds could not be found anywhere in 
spite of repeated thorough examinations. The patient stated that 
shortly after the quinine had been taken she had felt distinct, 
strong repeated motions of the baby. Labor progressed satisfac- 
torily. About eleven hours after onset of labor and sixteen hours 
after the giving of quinine, she was delivered of a well developed, 
stillborn baby boy. It is evident from these cases that the use of 
quinine in inducing labor is not entirely without danger. The 
pregnant woman for whom the drug is intended should always 
first be questioned as to probable idiosyncrasy and, when this is 
suspected or proved, the quinine should be omitted from the 
procedure. 


Eye Injuries By Air Guns and Sling Shots 


In three cases of injury to the eyeball, reported on by Frank 
H. Rodin and Albert B. McKee, San Francisco (Journal A. M. 
A., July 14, 1928), two were caused by BB shot with a foreign 
body in the orbit, and the third by a sling shot causing a 
traumatic cataract and iridodialysis. The presence of the foreign 
body in the orbit was diagnosed by the roentgen ray. In one case 
the foreign body was spontaneously extruded sixteen days after 
the injury; in the other case the foreign body has been in the 
orbit for two months with no reaction on the part of the eye. 
A roentgenogram should be taken of all injuries to the eye by 
shots. The indiscriminate use of air guns and sling shots by 
children should be discouraged. 





Pregnancy Toxemia 
(Concluded from page 293) 


Editorial, British Med. Jour., Dec. 10, 1927, p. 1098. 

Hofbauer, J., Amer. Jour. Obst. and Gyne., Aug., 1926, p. 159. 
Lazard, E. M., Amer. Jour. Obst. and Gyne., June, 1927, p. 720. 
Miller, Harold A., Atlantic Med. Jr., Dec., 1927, p. 147. 

Nevermann, H. Arch., f. Gynak., Jan. 31, 1927, p. 891. 

Titus, Paul, Transactions Phila. County Med. Society. Nov. 30, 1927. 
Williams, J. Whitridge, Jr. Amer. Med. Assn., Feb. 12, 1927. p. 449. 
Young, James, Transactions Edinburgh Obst. Society, Jan. 12, 1927. 


1621 Spruce Street. 





THE MEDICAL TIMES 


November, 1928 


Mouth Hygiene Versus Dentifrices* 


Leon L. Sotomon, M.D. 
Louisville, Ky. P 


Forty and fifty years ago, there were but few denti- 
frices on the market. Chiefly they were powders, avail- 
able at the corner drug store and apothecary shop, 
usually the product of the druggist’s own manufacture. 
The base of practically all of them was a preparation 
known as prepared chalk. A later refinement of this 
substance, heralded by the public as an improvement, 
was sold by the ounce under the name precipitated chalk. 
Then came several liquid preparations, a few of which, 
enjoying a large sale, are yet to be had. In more recent 
times, tooth pastes have become popular. 

Never in the history of preventive medicine has so 
much attention been paid to mouth cleanliness as in pres- 
ent times. And no doubt rightfully so. Given a clean, 
healthy mouth, general health is more than likely good; 
and conversely, an unclean, unhealthy mouth will cer- 
tainly lead to disease. The gospel of mouth hygiene, 
preached by multitudes of dentists and doctors, cham- 
pioned by school nurse and school teacher, heralded by 
placard and poster, has come to be accepted by a public, 
clamoring for the newest and best among tooth pastes. 
Manufacturers employ talent in an effort to produce a 
dental cream capable of fulfilling modern requirement. 

Verily, the advantage of combating disease by attention 
to gums and teeth is being told in Gath and has been 
published in Askalon. “How may the mouth best be 
kept clean so as to avoid disease of gums and decay of 
teeth?” is a burning twentieth century question. The 
answer may not be lightly undertaken. Far-reaching 
benefits follow as the result of knowing how to keep the 
mouth clean, sweet and healthy; they demand serious 
consideration for the subject. 

“What are the common mouth infections—How do 
they come about?” are questions with which the litera- 
ture abounds. Air-borne germs and other bacteria, as 
may well be imagined, easily gain access to the mouth. 
Most common among them are streptococci and pneumo- 
cocci, less common staphylococci. All these bacteria 
grow luxuriantly in and on the lining of the mouth and 
throat; they grow in the crypts and the follicles of ton- 
sils, between the teeth and in crevices and decays of teeth. 
Once planted, they increase and multiply in gum mar- 
gins, under tartar deposits, under film coatings and else- 
where. 

The result of such growth is expressed as “Chemistry 
of Bacterial Life”, namely as toxins which, being capable 
of absorption by blood and lymphatic stream, bring about 
not only local but constitutional conditions in’ parts 
nearby and in parts, far removed. The mouth cavity, 
normally alkaline, once infested with germ life has ‘ts 
alkalinity reduced and may actually become acid. Tis- 
sues formerly resistant to disease, as the result of this 
chemistry or by reason of fermentative changes from 
food particles—sometimes from both causes—lose their 
normal resistance, congestion developing and inflamma- 
tion making its appearance; loss of tone in the soft 
parts is followed by sponginess of gums, receding gums, 
inflammed, diseased gums. 

Sooner or later, pyorrhea has developed. There is 
weakening of the enamel, then caries. Apical and other 
infections are seen, pus pockets, cysts, abscesses de- 
velop. Some, or all of these pathological changes come 


*From the Records of The Solomon Clinic, Louisville, Kentucky. 


in evidence. The order of their appearance varies with 
the case; most commonly, a given subject shows pyorrhea 
and apical infection and abscess. No age is immune; 
even very young children are frequently affected. 

Nothing, we are told, is so destructive to enamel as 
acids, developed in an unclean mouth, reeking with bac- 
teria. Will the daily use of dentifrices lessen the likeli- 
hood of gum disease and tooth decay? Our answer in 
the Clinic is “Yes”. Are the different dentifrices alike 
good—are the commonly known and nationally adver- 
tised tooth pastes and creams all that is claimed for 
them? 

These and other questions are constantly asked us 
because we have preached mouth cleanliness for the 
past ten years as one of the most important of the duties 
of the human family, if health is to be maintained. Dur- 
ing these years, we have devoted much time to the 
study of 
The Relationship Between Systemic Diseases and 

Mouth Infections 


We are satisfied that too little attention, rather than too 
much and too little emphasis, rather than too much, has 
been given the subject. The further we develop the 
thought, the more convinced have we in the Clinic come 
to feel that mouth infections play a predominant role 
in many crippling diseases and in many death dealing 
maladies. 

The Clinic is therefore an advocate of the use of denti- 
frices, whether powder, liquid or paste. With few ex- 
ceptions, they are all good, the poorest among them 
better than no dentifrice. That some dental preparations 
are superior to others is but natural. There must be 
both a science and an art which the manufacturer de- 
velops in this, as in other departments of his laboratory. 

Jn the author’s judgment, the most perfect dentifrice 
is that one which contains no gritty substance, capable 
of scratching and abrading enamel, and no chemical, 
capable of doing damage to gums. ‘Dentifrices had 
best contain no chemical, productive of astringent effect. 
That preparation, in his opinion, is most serviceable 
which contains a soap base, not only because of the 
alkalinity thus obtained but also because, through the 
creating of the creamy lather, cleasing of the mouth 
may be best accomplished. 

The addition of so-called antacids and antiseptics may 
be desirable; of this, the author is not so certain. Pos- 
sibly some of the claims for effect produced by these 
chemicals are not procurable in actual practice, as they 
are apparently demonstrable in the laboratory. The fact 
that a given antiseptic in the test tube is promptly de- 
structive to certain forms of germ life does not neces- 
sarily mean that the growth and multiplication of this 
bacterium will be inhibited in the mouth where the par- 
ticular dentifrice, containing such antiseptic, is employed 
once, twice or thrice daily. 

To meet ideal requirements, a dentifrice should be 
soft and yet possessed of sufficient body to make it easy 
of application; its water content should be small. It 
should contain the soap radical, productive of an abun- 
dant lather, immediately it is rubbed up with saliva. The 
flavor should be pleasant and refreshing, leaving an 
agreeable after-taste. 
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I shall not dwell at length upon the cosmetic ad- 
vantages of the short skin incision. In most instances 
by this technic the thyroid can readily be enucleated 
through a skin incision about an inch and a half in 
length. 

I prefer to place this skin incision at the very base 
of the neck. A scar at the higher point, the natural 
line above directly over the thyroid isthmus is much 
more noticeable and less readily hidden. 

At the point of juncture of neck and chest a short 
scar becomes literally invisible in many instances a few 
months after operation. 

The short very slightly curved incision which corre- 
sponds exactly to the point of juncture of neck and 
chest is definitely below all parts of the thyroid, access 
to the gland is gained by displacement of this wound 
orifice. This requires the displacement upward of the 
skin opening to gain access to the thyroid isthmus then 
upward and outward, first to one side then to the other 
to gain access to the lateral lobes in turn. The thyroid 
is so situated that the superior poles lie under the sterno- 
mastoid muscles. To gain access to these, the sterno- 
mastoid muscles need be relaxed. To enable effective 
displacement of the small skin orifice the skin of the 
neck must not be taut. 

Relaxation of skin of the neck and relaxation of the 
sternomastoid muscles require that the chin be not tilted 
away from the sternum. This is one of the important 
points to be remembered as it has been customary for 
thirty years to place patients with the head tilted far 
back to do a thyroidectomy. The mobility of the thy- 
roid also is definitely greater with the chin moderately 
close to the sternum. Mobility of the thyroid is impor- 
tant with this technic as respective parts of the gland 
in turn are drawn up and tilted out through the short 
skin opening. 

A moderate degree of reverse Trendelenberg is the 
usual position I have the patient. It is obvious that the 
comparatively large thyroid cannot be delivered through 
an opening as short as I have described. That this is 
true is unimportant because the gland which cannot be 
delivered can with perfect safety be enucleated in seg- 
ments. This is true provided certain precautions in 
technic are taken. 

Minimization of surgical trauma is so distinct by this 
technic that the operations are performed with great 
ease with novocain analgesia. A surprisingly small 
amount of novocain solution is required, from fifty to 
one hundred c.c. of solution. One per cent solution is 
used in the skin, one-half per cent in the midline division 
and at the poles. The first infiltration is of the skin 
across the base of the neck. The interval between the 
sternal attachments is less than one inch. 

The skin incision is made at the neck juncture with 
the chest. The knife is carried through the skin and 
subcutaneous fascia. Each angle of the skin is well and 
deeply cut down through the superficial fascia, to insure 
full use from the short skin opening. The lower lip of the 
wound is grasped with forceps and the skin undermined 
in a semicircle below. The scalpel or scissors are used 
for this. The skin is displaced so that bleeding points 
may be snapped. 
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The upper lip of the wound is now grasped with for- 
ceps and semicircular undermining practiced with knife 
or scissors. Finally at each angle of the wound the skin 
is loosened by undermining beyond the wound angle. 
With the chin depressed it will be found that the small 
skin opening can be lifted well above the projecting thy- 
roid cartilege. 

Bleeding points have been snapped with hemostats, 
all these are now removed. Should a point show a 
tendency to ooze when the hemostat is removed, it is 
resnapped and litigated with fine plain gut. With the 
wound clean and dry and a skin opening freely movable 
in all directions from thorough undermining the mid- 
line is infiltrated and opened from thyroid cartilege to 
the sternum. 

One-half per cent novocain solution is adequate for 
this midline infiltration of the deeper structures. 

The midline incision extends down to the thyroid isth- 
mus. The opening begins at the thyroid cartilage and 
extends to the sternum so that the ribbon muscles can 
be retracted easily. 

It is very important that the connective tissues be 
divided down to the thyroid isthmus. If overlying 
fascial tissues are not fully divided efforts to enucleate 
the lobes of the gland will become difficult, and actually 
dangerous. When the operator knows exactly what to 
do and does this in exactly the right manner, the ease 
and safety of thyroidectomy is astonishing. 

The fascial layers over the thyroid are semi-transpar- 
ent. Pick them up with tissue forceps, nick through 
them, separate and nick deeper until it is plain there is 
no capsular tissue on the isthmus except the closely ad- 
herent true capsule. 

The operator has now reached the correct plane for 
enucleation. The finger is inserted under the ribbon 
muscles and these structures loosened by a lifting motion 
from the thyroid cartilege to the sternum. The separa- 
tion is carried beyond the margin of the lobe. The rib- 
bon muscles are then readily retracted. If the thyroid 
isthmus is not enlarged the ribbon muscles are lifted 
and pushed to one side and the thyroid lobe exposed. 

It is grasped with forceps and drawn medialward. 
Strong Ochsner hemostatic forceps can be locked on the 
firm rubbery exopthalmic type of gland. These forceps 
take a firm bite into the prominence of the gland mass. 
This gland structure will stand such treatment, the col- 
loid types will not, and special forceps here are an ad- 
vantage, those designed to grasp the capsule without 
rupturing it. The best of this kind is that designed by 
Dr. Sloan of the Bloomington Goitre Clinic. 

The gland mass is drawn toward the midline and 
tipped upward toward the chin. Capsular attachments 
are put on the stretch. They are then clamped with 
hemostats. 

I do not believe in forcing large forceps beneath the 
gland. 

Small segments of capsule should be taken. Only 
about one centimeter of bite with the forceps, often less 
than this. Two or three forceps are applied then the 
capsule detached close to the gland. 

The forceps should take hold of the capsule well up 
on the gland mass; not down in the depth of the wound. 
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Small bites of capsule only should be included. When 
the capsule grasped by the forceps is cut free, the gland 
is further mobilized. It may now be drawn out of the 
wound and more capsule exposed. This is clamped off 
close to the gland and divided. The lower and lateral 
attachments of the lobe are thus freed. 

If the hemostats are at all in the way the capsular 
segments are ligated with number one catgut and the 
forceps loosened. A bite or two of capsule is now taken 
just above and to the inner side of the lobe. The at- 
tachments of the lobe at this point are made taut by 
drawing forcibly outward and slightly downward. 

Forceps here are almost always in the way. These 
segments of capsule are therefore immediately ligated 
and the forceps loosened. The next point of attack is 
the outer margin of the lobe and the superior pole. 

The sternomastoid retracted outward. The skin open- 
ing is retracted upward and laterally to permit this. 

The gland mass is drawn toward the midline. 

Good exposure is important here. The operator must 
see at this point, as nearly always some muscular fibers 
remain adherent to the pole of the glands and are drawn 
up with it. 

If the forceps were put down into the recess between 
the sternomastoid and the gland and these soft muscle 
fibers crushed with forceps very insecure ligation would 
expose the patient to the danger of hemorrhage as liga- 
tures are likely to slip off when large vessels are in- 
cluded with the muscular fibers. I do not know why 
this is true. Practical experience has taught me to see 
to it that in delivering the pole all these small muscle 
fibers are pushed off the gland. These push off readiliy, 
but one must see to do it and press these fibers off with a 
not too blunt dissector. 


As the superior pole is brought as far as possible into 
the field, capsular segments are caught with forceps 
close against the gland and divided. 

When hemostats are in the way, the segments they 
include are ligated and the forceps released. 

Capsular segments are under considerable tension at 


the superior pole. If there is at this point the least 
doubt about the adequacy of the pedicle the gut should 
be stitched into place before it is tied, as stumps con- 
taining large superior vessels when they retract under 
the sternomastoid are not easily accessible and loss of 
a ligature at this point may cause profuse bleeding dif- 
ficult to locate. One must be sure of catgut used in 
thyroid surgery. It should not soften too quickly. If 
of uncertain quality it is safer to use slightly chroma- 
tized or iodized gut rather than plain gut. A great deal 
of care should be taken in securing the superior pole 
attachments. No gland tissue whatever should be left 
at this point. 

On the side of the trachea a very thin disc of gland 
should be left in ordinary cases. This may be cut 
through safely without clamping if all capsular tissues 
around it have been clamped and tied. 

If a slight ooze occurs when the lobe is cut loose at 
this point a suture of fine gut will safely secure it. 

Hardly any gland should be left in highly toxic cases. 
When one lobe has been extirpated, the procedure is 
repeated on the opposite side. To effect this the skin 
opening is displaced, the muscles elevated, the gland ex- 
posed drawn out of its bed secured below, laterally, 
above and finally the superior pole taking all the pre- 
cautions already. outlined. 

When the isthmus is large this is extirpated first. 
Capsular segments are secured below, above, laterally 
and the glandular tissues excised. 

In extirpating thyroid tissues when the capsule is 
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clamped. Gland tissue may be cut across without 
hemorrhage, or at least without more than a slight ooze. 
When the large lobe is to be extirpated through a small 
skin opening segmentation permits this readily. The 
principle of keeping close against the gland should al- 
ways be followed. Forceps should be applied well up 
against the gland not in the depths of the wound. It 
is never safe to force the forceps far under the gland 
mass. This manner of operating is still in vogue, 
surgeons of national repute do it, but they have intra- 
laryngeal muscle paralyysis as a sequel. This tragic 
occurrence is best avoided by working well up out of 
the wound on the side of the gland mass. 

Capsular attachments to the trachea and beside the 
trachea need never be cut. When the gland has been 
well encircled and the capsule clamped and tied off, the 
balance of the gland tissue is cut through with a scalpel. 
If more than a very thin shell of glandular tissue is left, 
the excess can be trimmed away with scissors or pinched 
off with hemostats. When all capsular attachments are 
left in front of and beside the trachea, the recurrent 
laryngeal nerves are protected even though their course 
be anomalous. 

Preservation of the capsule about the trachea coupled 
with the pronounced minimization of the surgical trauma 
of this technic reduces greatly sore throat and unpleasant 
after reactions. 

To the surgeon well acquainted with this field this 
technic is peculiarly easy to adopt. The one important 
surgical landmark is the thyroid isthmus. This is eas- 
ily located. The surgeon makes sure to be absolutely 
down upon the isthmus. The tissues down close against 
the gland structure are fully divided. All loose surgical 
capsule is pushed off. This enables the surgeon to 
safely find himself close against the anterior aspect of 
the lobes. The gland only is drawn out. All loose 
connective tissues are pushed off. 

To the surgeon, inexperienced in thyroid surgery, sev- 
eral years ago I advocated what I called a safeguarded 
technic. This is described in a small book published by 
F. A. Davis Company of Philadelphia. This is a wide 
open operation where a long crescentic incision is used, 
the ribbon muscles cut and laid back, the gland fully ex- 
posed and the capsular attachments secured in small seg- 
ments close to the gland, but after the surgeon has had 
experience with this surgery he will be able to get 
better results with the technic considered in this paper. 

Finishing the non-mutilating thyroidectomy, when 
hoth lobes have been extirpated the ribbon muscles are 
lightly drawn together in the midline with two or three 
catgut, number one plain, sutures, a bit of rubber tubing 
is tucked between them, the superficial fascia is drawn 
together with a subcutaneous catgut stitch, so that skin 
margins fall together. If there is any chance of skin 
edges slipping apart, they are tacked lightly together 
with fine silk. 

If drainage is scant the tube is slipped out on the sec- 
ond day, the skin stitches in four days. Early removal 
of the tube is indicated in all cases with slight constitu- 
tional reaction. Should the skin close over and a small 
fluid cyst form it should be punctured early. The best 
dressing is silver foil applied directly to the skin. 

This is a chanceless technic. The surgeon sees ex- 
actly what he is doing every step of the way. The 
advantages of the method over the technic in common 
use are a minimum of surgical trauma, a minimum of 
surgical reaction, no deformity from failure of union 
of divided muscles, and a very short scar at the juncture 
of neck and chest. 
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Diagnosis of Gastric and Duodenal Ulcer—lIt is 
not always a simple matter to diagnose these conditions 
by x-ray and in order to make an accurate diagnosis a 
series of films must be made. It is only by a study of 
several films that we can make a decision and frequently 
it is only the lateral view that confirms the diagnosis. 
We must study details and the slight irregularities which 
make the diagnosis possible should be seen on several 
films. It frequently happens that we find something 
which looks like an ulcer on two or three films but on 
the fourth or fifth we may find a normal shadow. If 
the ulcer is on the posterior wall of the stomach it will 
be best elicited by a film taken in the lateral position. On 
the lesser curvature, the upright position is advisable,— 
anteroposterior plate. The serial films made immediately 
after the ingestion of barium should be followed in six 
and twenty-four hours with other films. Duodenal ul- 
cers rarely become malignant but we must always bear 
in mind the possibility of a gastric ulcer becoming malig- 
nant. In the x-ray we must always look for the annular 
character of the lesion which indicates early malignancy. 
A great many diagnoses of gastric ulcer are made where 
the condition actually does not exist. It is advisable 
for the practitioner to inquire into the technic sufficiently 
to make sure that sufficient evidence exists for the diag- 
nosis. “The x-ray never lies, but sometimes we lie about 
it.” 

Early Tuberculosis—A young man had what ap- 
peared to be an ordinary “cold”. It was active only three 
or four days after which he was apparently cured. 
Routine sputum examination taken at the beginning of 
the attack showed tubercle bacilli and repeated examina- 
tions confirmed the diagnosis. Here is a case in which 
almost accidentally tuberculosis was discovered; we do 
not ordinarily do this for “colds”. X-ray revealed a 
small area of inflammation in the apex of the right lung. 
It only shows the necessity of making thorough examina- 
tions ef all patients, and making tests even though they 
do not seem necessary. What appears to be a trivial 
thing may be of serious moment. Since fees have in- 
creased patients do not go to physicians for trivial 
matters as a rule. They must have something the matter 
with them before they consent to see a physician. 

Lumbar Pains due to Diabetes.—It is not, infrequent 
that we see patients complaining of lumbar pain and 
sciatica which conditions prove to be due to diabetes. 
Recently I saw a patient who had one-fifth of one per 
cent. sugar in the urine and who was relieved of his 
lumbar pain as soon as the small amount of sugar disap- 
peared. Rheumatic pains are so common in diabetes 
that we should always be on our guard for this disease. 

Hypothyroidism.—A young lady had both ovaries 
removed two years ago. For the past few months she 
has been asthenic and unable to do a great deal. Basal 
metabolic rate was minus twenty-six and I felt certain 
that two weeks of thyroid medication would make a great 
difference. At the end of two weeks she complained 
of the same symptoms and the thyroid medication had 
apparently caused no improvement. Sometimes on be- 
ginning thyroid medication we encounter this condition 
and after a few days the patient improves. Frequently 
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the patient is made worse for a few days by thyroid 
extract, only to improve later. Urinalysis was made and 
one per cent. albumin, pus and hyaline casts were found. 
This shows that we should always look for more than one 
disease in a patient. Sometimes we might find four or 
five diseases in the same patient. We all fail to bear 
this in mind, being content to find one disease and at- 
tribute all the symptoms to this one condition. In this 
instance there was no reason to suspect a genito-urinary 
condition; it was only routine examination which re- 
vealed it. Now the question is to study the condition. 
further to determine which kidney is affected, to see of 
there are kidney stones or adhesions from the intestines 
to the ureters. 

Multiple Disease-—Apropos of the fact that a patient 
may have more than one disease, I recall the case of a 
wool sorter, aged 61, who consulted me two years ago. 
He had suffered from a carbuncle and had lost over 
seventy pounds in several months. His blood pressure 
was 180/100; he showed evidence of arteriosclerosis. 
Urinalysis showed 1.25% sugar and many hyaline and 
granular casts. Sputum showed tubercle bacilli. He 
was short of breath and coughed a great deal. Blood 
sugar 0.65%. Insulin administered. Sept. 11, 1926, 
urine showed 0.50% sugar and on Oct. 23, 1926 blood 
sugar was 0.30%. Blood pressure at this time was 
154/90. On Feb. 6, 1927, blood sugar was normal. 
Sept. 1, 1928, blood pressure was normal. Here is a 
man, past sixty, who has diabetes, nephritis, arterial 
hypertension, arteriosclerosis and yet has not missed 
a single day from his work and who says that he fells 
as well as he ever did in his life. In old age many of 
these diseases do not run as malignant a course as in 
vounger people. Thus we see the aged suffering from 
tuberculosis, diabetes or cancer yet the disease may not 
apparently shorten life to any extent. 

This patient has reacted well to his diseases. Others 
will pass on to the Elysian fields with what appears to be 
a mild disease. The study of disease must include the 
study of the individual’s reaction to the disease. 

Inflammatory Eye Conditions—In all inflammatory 
conditions of the eye we should suspect diseased teeth. 
The removal of the offending tooth will often cause a 
prompt improvement in the condition. 

Blood Sugar Estimations for the General Practitioner. 
—It is not always convenient for the practitioner to send 
blood to a laboratory; moreover, in blood sugar estima- 
tions unless the test is made soon after the blood is 
withdrawn the test will be valueless. The Kiefer ap- 
paratus is fairly accurate and makes it possible for the 
general practitioner to perform his own tests. 

Blood Urea Tests.—These estimations are complicated 
and it is difficult for the practitioner to do them. How- 
ever, they are very important. By means of the La 
Motte blood urea apparatus the practitioner can make 
his own estimations. The method is rapid and simple. 


Icterus Index.—Here again the general practitioner 
can make his own tests by means of the new LaMotte 
comparator. The method is simple and consists in com- 
paring the blood serum with permanent color standards. 
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Coagulation Time Before Tonsillectomies. It is safer 
to always test the coagulation time. Delayed coagula- 
tion time calls for the use of calcium lactate for a day 
before the operation. The test can be done with a small 
piece of platinum wire and an ordinary aluminum col- 
lapsible drinking cup. 

Epitome 


1. Series of films necessary before making a Roentgen 
diagnosis of gastric or duodenal ulcer. 

2. Early tuberculosis may only give appearance of or- 
dinary “cold.” 
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3. Lumbar pains and sciatica may be due to diabetes. 

4. It is always necessary to bear in mind that the 
patient may be suffering from many diseases at the same 
time. 

5. In old age tuberculosis and diabetes do not run the 
same course as in younger people. 

6. It is always well to suspect diseased teeth as a 
cause of inflammatory eye conditions. 

7. Kiefer apparatus a simple method for blood sugar 
estimations. 

8. La Motte apparatus simple and rapid method for 
blood urea estimations for determining icterus index. 
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Specialism is defined as devotion to a special depart- 
ment of medicine or surgery. Specialism in medicine is 
the study and treatment of a particular group of dis- 
eases as, of the eye, or the nervous system, of children, 
of obstetrics, etc. A specialist would therefore be one 
who devotes himself exclusively to the study and treat- 
ment of a particular group of diseases. A pracitioner 
of medicine who does not devote himself exclusively to 
a special department of medicine or surgery is not a 
specialist. An expert is one who has skill, experience 


or peculiar knowledge on certain subjects of inquiry in 
science, art, etc. 
Most of our physicians are practitioners of medi- 


cine and not specialists. This is very fortunate, in a 
way. Very often, specialism causes a narrowing and a 
surprising limitation of general medical knowledge and 
medical advancement. The specialist is very apt to see 
only disease and defect in the particular part of the 
body in which he is interested, and may many times 
overlook some general constitutional disorder. 

Every specialist must and should first be a good med- 
ical man. He should not neglect the study and advance 
made in general medicine. His relation to modern med- 
icine should not differ from that of the general practi- 
tioner. He should not hold himself aloof and as so 
much superior to his fellow-practitioners. Courtesy and 
respect and the usual conventionalities, as ordinarily 
should exist and are practiced among general practition- 
ers, must as a matter of course, be , Practiced by the 

“Specialists’ ‘the “lords and princes” of medicine. 

It is never to be forgotten that opportunity, sometimes 
most unusual, unexpected, and exceptional comes to a 
man and makes of him a specialist. Be it financial good 
fortune, or a prominent vacancy in a hospital, or most 
fortunate and helpful association with chiefs of clin- 
ics, etc., it is often the opportunity that helps to make 
the “Specialist” and not really the exceptional and ex- 
traordinary ability of the man himself. 

Many physicians have the power of accurate observa- 
tion and experimentation, of critical sifting and sys- 
tematic classification and of logical thinking. They 
may have the ability to perceive facts, to judge facts, 
and to deduce truths from facts; but, yet, without “op- 
portunity” presenting itself, they do not and cannot 
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reach the crowning and glorious success that is the lot 
of many specialists. 

Faults and errors, sometimes made by the general 
practitioner, are frowned upon and scorned by the spe- 
cialist; whereas similar mistakes made by the specialist, 
often much more serious and of greater moment, are 
passed by with little or no criticism or are entirely over- 
looked. Such should not be the case. There should be 
more harmony; a better spirit of helpfulness, true and 
untainted in character, should exist between the special- 
ists and chiefs of hospitals and the general practitioner 
of medicine. 

“To err is human 
“To forgive divine.” 

Diagnostic ability may be possessed by the physician 
to the same degree, yet and even to a greater degree, if 
he carefully and diligently applies himself, as by the 
specialist. 

If diagnosis is entitled to the distinction of an art, 
then the principles of its practice consist in the appli- 
cation of the accumulated knowledge of clinical observa- 
tion and experience to new conditions, based upon the 
uniformity of law and order in the universe. This uni- 
formity of law and order in nature extends to the human 
body in disease. 

Medicine has been defined as the art or science of 
amusing the sick man with frivolous speculations about 
his disorder and tampering ingeniously until nature either 
kills or cures him, and we have the old maxim: “Every- 
one is a physician or a fool at forty”. I believe it was 
Pope who said: “A wise physician skilled our ills to 
heal, is more than armies to the public weal”. It was 
Byron, too, I think, who sang: 

“Physicians mend or end us; 
But, tho in health we sneer, 

When sick we call them to attend us 
Without the least propensity to jeer”. 

It is the legal duty of the doctor that he shall exercise 
only such reasonable skill as is exercised by the average 
of his profession in good standing in similar localities. 
A physician is not expected nor requited to exercise the 
highest degree of skill possible nor does he insure that 
his treatment will be successful. The failure, on the 
part of the general practitioner of medicine, to effect a 
cure is not evidence of want of skill or care. Of course, 
one who is an expert or specialist is by the law held to 








a higher dergee of care and skill in his particular line 
than the general practitioner. 

As to diagnosis, a physician who has given a patient 
the benefit of his best judgment and careful study is not 
at fault and is not liable at law even if his judgment and 
diagnosis are erroneous, unless his error is grossly in- 
consistent and unreasonable with ordinary skill, care 
and knowledge. 

In making diagnoses, we must consider such intangi- 
ble factors as family history, constitution, temperament, 
idiosynerasy, resistance, susceptibility, previous  ill- 
nesses, virulence, infectivity, etc.; which enter more 
or less constantly into diseased processes, and lie so 
largely without the range of our usual clinical demon- 
strations, often make it impossible to know in a given 
instance whether it is entirely comparable with cases of 
its class, and hence constitute a considerable factor of 
unavoidable error to our art. 

“One of the chief reasons for this is that, in the 
past, we have concerned ourselves with names rather 
than conditions, and sought to hypothecate disease into 
definite nosologic groups characterized by a fixed symp- 
tomic assemblage, rather than to visualize it as a process 
in which the symptoms are nothing more nor less than 
suspended, augmented or decreased physiologic func- 
tions” — (Sanders). 

The observations, elicitation and assembling of these 
perverted functions which we call symptoms is the aim 
of our clinical procedures and the truth deduced from 
them is the end of our diagnostic undertakings. 

In the execution of his art, the diagnostician should 
possess a full measure of physical and mental vigor, 
sufficient curiosity to inspire inquiry, a strong imagina- 
tion tempered with judicial balance, and, above all, a 
mind sufficiently trained in the logic of the’sciences to 
distinguish between a fact and a truth. He should have, 
as Dickens says, “a heart that never hardens, a temper 
that never tires, and a hand that never hurts”. He 
should not be subject to the intellectual languor of fa- 
tigue, nor yet the inertia of indolence. He should ap- 
proach his diagnostic problem with deliberation and an 
open mind, and apply to it the methods demanded for 
research in other fields. 

In no phase of medical practice are the sins of omis- 
sion so common as in the realm of diagnosis, and this 
applies equally to the specialist and the general practi- 
tioner. ’ 

Mistakes are made by all of us, none of us is infallible, 
be he physician, specialist, business man, single man, 
married man; be he a man of high or low social posi- 
tion; be he devotee or non-believer; be he rich or poor 
—none of us is without faults. Let us therefore at 
times take inventory of stock and let us, at least for a 
little while, consider our own shortcomings, our own 
faults, our own peculiarities and let us see ourselves in 
the mirror as we appear to others. Criticizing and 
“knocking” others is easily overdone; let us not exag- 
gerate the mistakes and faults of the fellow-practition- 
ers of medicine; let us rather enlarge upon the good 
deeds and acts, the scientific discussions and the well- 
prepared medical papers that they bring in from time to 
time, the good results obtained from this or that treat- 
ment, the courtesy and respect exchanged between them 
and let us hope that the specialists will feel that. they 
are in duty bound to be as courteous and respectful, as 
ethical, as helpful and friendly to the general practi- 
tioner of medicine as the practitioner is to the special- 
ist. Let us not ignore and belittle the other fellow be- 
cause success has crowned our own efforts—often ow- 
ing to opportunity rather than our own superiority. 
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“The faults of our brothers we write upon the sand; 
their virtues upon the tablets of love and memory.” 
Anti-fraternalism, race prejudice, religious bigotry, 
strife, slander and derogatory statements about others 
should all be taboo among medical men, in hospital clinics 
and in medical societies everywhere. 
In closing, permit me to quote the well-known lines 
of Will Carleton concerning the country doctor’s life: 
“In the nighttime or the daytime, he would rally brave 
and well, 

Through the summer lark was fifing, or the frozen 
lances fell, 

Knowing, if he won the battle, they would praise their 
Maker’s name, 

Knowing if he lost the battle, then the doctor was to 


blame.” 
1717 Pine Street, Philadelphia, Pa. 
1425 Broadway, Camden, N. J. 


Health Examinations for Preschool Children 


The Health Department's supervision of the pre-school child 
in New York State was described by Dr. Eizabeth M. Gardiner, 
Director of the Division of Maternity, Infancy and Child Hygiene 
of the department, who spoke before a joint session of the 
American Child Health Association and the American Public 
Health Association. 

“The department conducts child health consultations and ex- 
amines children from six months to six years of age,” Dr. 
Gardiner said. “A migratory unit of staff physicians and nurses 
work in the more rural areas and smaller municipalities, accord- 
ing to a schedule arranged by an advance agent in cooperation 
with local health officials. 

“The results of these examinations are recorded and the 
findings referred to the family physicians for confirmation and 
correction, the local nurses working with the state unit and 
then with the family physicians in the interest of the children 
examined, retaining these children as a definite part of their 
regular work until all possible has been done to accomplish 
the desired results. 

“Staff members are placed as demonstration child hygiene 

nurses in counties or rural areas, developing a full maternity, 
infancy and pre-school program and conducting the demonstration 
in such a manner as to convince the public of the need of the 
work and the possibility of their acquiring their own permanent 
service as an outcome of the demonstrations. 
_ “The department affords to many local communities, of suf- 
ficient population to justify holding clinics once a month, finan- 
cial assistance in the form of annual allotments for the payment 
of local physicians working with local departments of health 
or the examination of infants and pre-school children. 

“Specialized staff assistance is given to local independent 
nursing organizations, in the formation and catrying on of 
mother and child health stations, with the activities indicated, 
so that besides routine home visiting, there might be developed 
opportunities for group instruction, nurses’ conferences, and other 
centralized efforts. 

“Financial assistance is granted to local counties, for the 
payment of groups of physicians, appointed by and working 
under the auspices of the county medical societies in conjunction 
with local health officers, for the purpose of examining pre- 
school children twice yearly in the sparsely populated areas, 
where it would be out of the question to hold clinics as often 
as once or twice a month.” 

Eosinophilia 

1, An eosinophilia of 5 per cent or more occurred in 300 
patients among 5,500 general medical cases, all of whom had 
complete blood counts and stool examinations. The small number 
of dermatologic cases seen and the entire absence of scarlet 
fever patients prevent this series from being wholly representa- 
tive. Cases of obvious blood diseases were excluded. 

2. Of the 300 cases of eosinophilia in this series, 10 per cent 
occured in parasitic infestation; 13 per cent in rheumatic fever : 
13 per cent in chronic pulmonary disease (chronic bronchitis. 
emphysema, asthma); 10 per cent in the chronic nephritis- 
general arteriosclerotic group. In fully 40 per cent the eosino- 
philia occured in isolated cases of various conditions and had 
no diagnostic significance. 

It is suggested from this series that eosinophilia may be a 
part of the phenomenon of allergy.—Page, Turner, Wilson 
J. Lab. & Clin. Med., Sept., 1928. 
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Fighters of Fate. By J. Arthur Myers. Baltimore. The 
Williams and Wilkins Company, 1927. Price, 9J.Uu. 

The author is a physician and writer on tuberculosis associated 
with the Mayo Foundation and the book contains an introduction 
by Chas. H. Mayo. It comprises brief biographies of 23 dis- 
tinguished men and one woman, Mrs. Browning, who are classed 
as “victims of the great white plague” although some of them, 
like Trudeau, lived to a considerable age and Babson, Wright, 
Irwin, O” Neill, Brown and Wiggam are still living and apparently 
in good health. No attempt is made to exhaust the possibilities, 
but the omission of certain well-known sufferers from the disease, 
as Stevenson and Tchekov, is conspicuous. The common bond, 
according to the author, is that “all achieved success in spite 
of their affliction,’ but this generalization may give a wrong 
impression, for the success which came to many of them seems 
to have come before the disease developed. It has often been 
shown that chronic invalids have done more than their share 
of the world’s work, but it is easy to confuse this group of 
people with another which perhaps developed their ailments 
because of too strenuous carreers. Biographical clinics, as the 
late G. M. Gould styled them, make good reading and the 
author is free from any sort of bias or theorizing. He does 
not, for example, attempt to show that the toxin of tubercu- 
losis is a cerebral stimulant, or that the consumptive is an 
egoist. We take pleasure in recommending the book to the 
public. 


Recent Advances in Chemistry in Relation to Medical 
Practice. By W. McKim Marriott, B.S., M.D., St. 
Louis: The C. V. Mosby Company, 1928. 

Advances in medicine now depend overwhelmingly on advances 
in physics, chemistry, biology and psychology and this volume 
of 141 pages covers the general movement along the lines of 
pure chemistry, physio-chemistry and biochemistry. The chapter 
titles show the content—molecular physics, ionisation, acidosis 
and alkalosis, blood chemistry, food chemistry, metabolism 
and dietetics, vitamines and hormones. The author has 
done his work in a satisfactory manner although we note one 
element of discord, when he styles the new “reproductive” 
vitamine as “E or X”. The term “vitamine X” is also used to 
some extent to indicate the hypothetical vitamine of pellagra. 
Again to illustrate the shifting nature of our basic knowledge 
the author naturally speaks of vitamines as originating solely 
in the plant world; yet while the book was in press or in the 
midst of distribution, no fewer than three laboratories reported 
that vitamines had been found in the intestines of animals which 
had long been on a vitamine-free diet. 


A Book For Us Diabetics and Our Doctors. By Don H. 
Duffie, M.D., South Lancaster, Mass. Published by the 
Author. 1928. Price, $1.50. 

This little work of 80 pages has an introduction by Dr. New- 
burgh of the University of Michigan which sufficiently guaran- 
tees its orthodoxy. Within a few years our knowledge of the 
disease has been revolutionized, yet the death rate from the said 
disease continues to mount. Something must therefore be wrong 
and this is the lack of contact between the modern patient and 
the sources of information. This the author has set out to rem- 
edy and he brings to bear on the problem a description of the dis- 
ease, its intimate nature, the tests for its presence which may be 
carried out by the patient, and the decisive rdle of diet and espe- 
cially of insulin. The book is written in the familiar colloquial 
style of the advertising propagandist, abounding in catch phrases, 
which may or may not be necessary for a good thing but which 
is often invoked to put over something not so good. 


Diabetic Manual For Patients. By Henry J. John. St. Louis. 
The C. V. Mosby Company, 1928. Price, $2. 

The author, who is a director of the diabetic department and 
laboratories of the Cleveland Clinic, inscribes his book to the 
chief pioneer in our modern knowledge of diabetes, Dr. F. M. 
Allen. This is timely, for the brilliant discovery of insulin has 
done much to obscure the merits of Allen, who struggled on al- 
most alone in the rational treatment of the disease by diet over 
a period of many years. An anecdote in the book is well suited 
to tell the entire story. A young physician managed to keep 
alive for nine years by adhering strictly to the Allen regimen, 
and in the hope that some day a further advance would come to 
his relief. With insulin he has become an active practitioner, 
apparently in perfect health, and the father of a family, yet he is 
not a cured man nor can he expect to be. Again, the book is 
adorned with a frontispiece of two diabetic children restored to 
temporary health through insulin. While the book is a treasury 
of modern information concerning diabetes the entire problem at 
present resolves itself into the rational use of insulin. 
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The Use of Symptoms in the Diagnosis of Disease. By 
Hobart Amory Hare, B.Sc., M-D., LL.D. Ninth ed., thor- 


ad revised. Philadelphia: Lea and Febiger, 1928. Price, 
5 


There is absolutely nothing in the make-up of this book to in- 
form the reader as to the exact addenda to the previous edition. 
In olden times such an omission might have been criticized but 
today it is the customary thing to do; doubtless to act otherwise 
would bring the reproach of poor business technic. As the re- 
viewer is not minded to go to the trouble of consulting earlier 
editions he will merely repeat that according to the publishers’ 
word the book has been thoroughly revised and let it go at that. 
One may perhaps wonder why with all of the silence and secrecy 
the publishers admit that a thorough revision was necessary. 


Diseases of the Ear, Nose and Throat. By Wendell Christo- 
pher Phillips, M.D., Ex-President of the American Medical 
Association; Formerly Professor of Otology, N. Y. Post- 
Graduate Medical School and Hospital; Fellow and Ex- 
President of the American Laryngological, Rhinological and 
Otological Society, etc., etc. Seventh revised and enlarged 
edition. Illustrated with 615 half-tone and other text en- 
gravings, many of them original; including 37 full-page 
plates, some in colors. Pp. 922 including index. F. A. Davis 
Co., Philadelphia, 1928. Price, $9.00. 

This is the 7th edition of a book that needs no introduction to 
students or practitioners. It has been one of the popular texts on 
Ear, Nose and Throat for a number of years. 

The text has been revised throughout and a new chapter en- 
titled “The Hearing Problem” has been added. It is a valuable 
addition to the book inasmuch as the medico-social and economic 
problems of impaired hearing have been neglected by otologists 
and general practitioners in the past, Much can be done Wy the 
physician in cases where there is no hope for improvement in 
hearing by cooperation with social workers and institutions that 
can be of help to them. There is still a great deal of work to be 
done on this problem and more to be written. 

The chapter on “Tests for Hearing” has been brought up to 
date and contains full descriptions and illustrations of the audio- 
meter tests. 

Attention is also called to recent developments in the study of 
mastoiditis and paranasal sinus infection in infants where gastro- 
intestinal symptoms predominate. 


Bacteriology for Nurses. By Charles F. Carter, B.S., M.D., 
Director of Laboratories, Parkland Hospital, Dallas, Texas, 
etc. Illustrated. Pp. 213, including index. St. Louis: The 
C. V. Mosby Company, 1928. Price, $2.25. 

This little book has been written to conform with the model 
outline prepared by the Committee on Education of the National 
League of Nursing Education. It fulfils its purpose adequately. 
The text is clear and the illustrations suitable. It is an excellent 
presentation of the subject and should be a most useful volume 
in the field to which it appeals. 


A Practical Medical Dictionary. By Thomas Lathrop Sted- 
man, A.M., M.D., formerly Editor of the Medical Record, 
etc. Tenth, revised edition. Illustrated. New York: Wil- 
liam Wood and Company, 1928. Price, $7.50. 

This standard work of 1,194 pages is a thoroughly up-to-date, 
accurate, scholarly and convenient-to-use dictionary. We have 
subjected it to some severe tests of practical, not captious order, 
and it meets them admirably, which may seem a somewhat naive 
or presumptious thing to say of such a recognized authority. It 
is, of course, a book which can be recommended unreservedly to 
students, nurses, specialists, general practitioners, all those work- 
ing in fields related to medicine, and to the intelligentsia in gen- 
eral. In short, it is one of our indispensable tools. 


Sulphocyanate of Soda in Hypertension 


1. Sodium sulphocyanate causes a fall in the blood pressure, 
especially in the systolic, with usually no change in the rate 
of the heart. 

2. This fall occurs when the pressure is normal as well as 
when it is abnormally high. 

3. In patients showing much kidney damage or arterio- 
sclerosis the effect is least evident but usually occurs to some 
extent. 

4. The best results are obtained in the large class coming 
under the heading of “essential hyperpiesis.” 

5. The sulphocyanates have been observed to have a sedative 
effect and are often mildly hypnotic. 

6. They are easy to administer, and not unpleasant to take 
in an aromatic mixture. 

7. A dose of 2% grains twice or thrice daily is sufficient to 
obtain the effects—Smith & Rudolf, The Canadian M. A. J., 
Sept., 1928. 
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A Medical Officer in the President’s Cabinet 


At a meeting of the Executive Council of the 
American Medical Editors’ Association, the follow- 
ing Resolution was introduced by Dr. Anthony 
Bassler, and unanimously adopted: 

BE IT RESOLVED: it is the sentiment of the 
American Medical Editor’s Association that there 
should be a Medical Officer in the President’s Cab- 
inet at Washington, that such an office be created 
and that the interest of the medical profession should 
be aroused; and that editorials be written to appear 
in the medical journals of this country, for the pur- 
pose of eventually accomplishing this result. 

It is one of the obvious anomalies of our social 
system that the interests of property in all forms 
seem to supersede those of human life and health. 
In the political field, “both major parties stand for 
the same thing, protection of property rights as 
against the rights of the individual.” The medical 
profession is in somewhat the same difficult position 
as the Church and its leaders, “who at one and the 
same time want to support the principle of separa- 
tion of Church and State and yet recognize that 
politics and life are so knit together that the Church 
cannot deal with social ethics without touching poli- 
cal issues.” In much the same way, the medical pro- 
fession desires to support social conventions and 
yet recognizes that health and radicalism are so knit 
together that we cannot fully plan for the individual 
medically without touching—what shall we say ?— 
forbidden matters. 
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It is a narrow view which does not see the human 
being both individually and in the mass as the Gov- 
ernment’s most sacred concern. After two thousand 
years of Christianity Mr. Albert B. Fall, erstwhile 
Secretary of the Interior, can secure, even after his 
“colorful” career, more Governmental attention for 
the live stock on his ranch than can the reader of this 
editorial for his patients. Should Mr. Fall have hap- 
pened to strike oil on his precious ranch within re- 
cent years we hate to think what assiduous atten- 
tion he would have commandeered from Washington. 

What is wrong with such a picture? 

What is wrong, of course, is that we are not yet a 
civilized people. 

We are in the habit of ascribing much of our na- 
tional backwardness to the vast hordes of morons 
that make up so much of our population. But— 
whisper it not in Gath—there is something the mat- 
ter with the so-called intelligent classes. 

It is sometimes said that a nation may be accu- 
rately judged as regards its culture and worth by 
the status of its women. We should amend this 
laconism by adding that the public health administra- 
tion of a nation is an equally good criterion. 

And good public health administration presup- 
poses a Medical Officer in the President's Cabinet. 


Health Audits 


‘Dr. Logan Clendening, in the October American Mer- 
cury, registered his reactions to the periodic health ex- 
amination in his characteristically engaging manner. 
That anything results from it tending to promote 
longevity he seriously doubts. At any rate, he denies 
that we have anything like proof of the position 
taken by such agencies as the health auditing in- 
stitutes. 

It will be recalled by readers of Clendening’s Human 
Body that in that clever work he took the opposition in 
like manner. 

It is well to have such an able dialectician blast 
such of our scientific underpinnings as are too frail 
to withstand valid assault. 

Clendening is quite in conformity with the American 
Medical Association as regards the advisability of all 
such examinations being made by the private physi- 
cian, since this nullifies the unhappiness, mischief 
and harm which, in the institutional examination, he 
claims often offset alleged benefits. 

The article points out the fallacies which lurk in 
the familiar comparison of the human body to a 
gasoline or steam engine, so overworked by the in- 
stitutional agencies. He summarizes the differences 
as: (1) having been planned by human brains, the 
machine can be taken down and re-assembled by 
human hands; (2) when a part of the human body 
wears out it cannot be replaced, the teeth alone ex- 
cepted; (3) the body is a living, growing organism 
and by its nature makes automatic and effective ad- 
justment and compensation for defects as they arise. 

Clendening’s main points are that “the prevention 
of disease, so far as any scientific basis has been es- 
tablished for it, is confined to a few infectious dis- 
eases and a simple form of goiter,” and that no mat- 
ter what values the periodic examination may pos- 
sess, the promotion of longevity has not been proved 
to be one of them. 

Longevity is a matter of heredity, not of correct- 
ing pes planus and straightening deviated septa. 

The insidious, silent, symptomless diseases are 
tuberculosis, diabetes, the vascular degenerations of 
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middle age, and cancer, and Clendening insists that 
we know nothing about their prevention. 

But in general, Clendening admits that the vast 
majority of patients complain of ill health long be- 
fore there are any physical signs; that is, they do 
have symptoms which constitute, in the language of 
Sir James Mackenzie, “the most instructive phenom- 
ena.” Certainly the detection of such phenomena 
is part of the function of the periodic examiner. So 
is their correction. These are extremely valuable 
services, even though they have not been shown, 
scientifically, to lengthen life. On that score Clen- 
dening occupies an unassailable salient. 

He is right when he contends that experimental 
proof of the assumption under discussion—that per- 
iodic physical examinations lengthen life—is lacking 
in that observations on many thousands of individ- 
uals over long periods of time, checked against con- 
trol groups, have not been conducted. In fact, the 
nearest thing to this statistically that we have is a 
set of figures compiled by Knight and Dublin from 
insurance records which show an apparent conserva- 
tion of life in a group of policy holders taking per- 
iodic examinations and advice, as compared with the 
general experience of the company concerned, but 
which loses greatly in impressiveness when Clen- 
dening shows that it is not as good a record as that 
made by 221 insurance companies whose death-rates 
were lower “without benefit of periodic health exam- 
inations.” In other words, the nearest approach we 
have made to a scientific elucidation of this problem 
rather tends to discredit the efficacy of periodic 
health examinations as regards longevity. 

When you get down to advising the prospective 
immortal about his diet, says Clendening, which of 
the latest ideas do you recommend? “Shall we have 
him abstain from meat to prevent arteriosclerosis and 
risk pernicious anemia, or eat meat to prevent per- 
nicious anemia and chance the arteries?” He also 
points out, with unholy glee, that deficiency diseases 
may develop on therapeutic diets. 

We fail to see why Clendening should lay such 
great store by symptoms, rather than signs, and dis- 
play such skepticism about estimations of the pro- 
tein intake based upon questioning the individual 
regarding his diet. Even symptoms have to be 
elicited by adroit and sometimes persistent question- 
ing. Why should Clendening reject the testimony 
as to the amount of protein eaten, and accept the 
testimony -as to the amount of pain felt? Signs are, 
after all, the most dependable diagnostic criteria. 
The truth would seem to be that neither type of 
testimony considered by Clendening is dependable, 
in a scientific sense, but we have to use such meth- 
ods for what they are worth. 

That is exactly what we are doing now with per- 
iodic physical examinations—using them for what 
they are worth. That they have a scientific validity, 
aside from the matter of longevity, is indicated by 
our common sense as well as by personal experiences 
not yet codified and not yet as comprehensive with 
respect to time and numbers as the exacting Clen- 
dening demands. We agree with him wholly, how- 
ever, when he declares that he does not care to be 
kidded in this matter of longevity, and that the prom- 
ises held out to us in this regard suggest those given 
to Ponce de Leon. 

All of which pertains to adults only, for even Clen- 
dening concedes that periodic examinations of chil- 
dren have a rational purpose. 

Clendening the satirist outshines Clendening the 
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scientist. This is shown in his parable of the happy 
captain of industry, made miserable and ill by his 
experience with the periodic examination as made 
by a health auditing institute. 

And what delicious irony there is in his tale of this 
captain’s family physician. “This worthy leech was 
not a general practitioner, because there are no such 
things any more. But he was a general internist 
who had frequently advised and attended the captain 
and his family.” Showing what we have always 
contended, that the more you change the general 
practitioner the more he remains the same thing— 
with desirable additions. In his new phase the mask 
worn does not sufficiently disguise him; he is be- 
trayed by his wisdom, humanism, versatility and 
therapeutic results—not always amenable, thank 
God, to analyses a la Clendening. 





Bravery vs. Courage 


Not long before we entered into the late war the writer 
took issue with an article by the late Prof. Wm. James, 
the well-known psychologist, entitled “Is there a Moral 
Equivalent for War?” Prof. James held that the manly 
virtues of courage and self-sacrifice could be cultivated 
equally well in peace by athletic sports, hunting, explora- 
tion, and other methods of working off the surplus en- 
ergy of youth. The writer, looking the question from a 
military standpoint, affirmed that this might apply to a 
limited number of citizens, but that it had been proved by 
history, past and present, that wars had developed the 
latent heroic qualities of a whole nation, aside from the 
baser evils of hate and cruelty. Subsequent events 
seemed to confirm this theory. As a medical officer 
at the front he witnessed so many unheralded acts 
of bravery and devotion to duty that he was so 
impressed with the inherent noblemen of human nature 
and the high spirit of our youth that he felt that the 
philosopher, in the repose and self-detachment of his 
study, could not grasp the fact that war did bring out all 
that was fine in the humblest individual. 

But he was wrong. There is a moral equivalent for 
war and in the age in which we live there have been 
advances in aviation, in exploration, and in contempt 
for danger which have developed as many heroes as the 
battlefield. 

The writer recalls an article on “The Psychology of 
Fear”, sent to a medical magazine while he was at the 
front, based on self-analysis, in which he concluded that 
fear was rather an attitude of mind. In fact a soldier 
had to be really a fatalist, unless he was a Sergeant 
Yorke, whose diary shows that he was a superman, a 
second Puritan of Cromwell’s time, whose Christian 
faith was in striking contrast to the attitude of his fel- 
lows. We use the terms “hero”, “bravery” and “cour- 
age” loosely, in fact they have lost their real meaning 
by frequent repetition in the headlines of the press and 
movie. Even a coward can be brave in action and in 
good company. Courage is another matter. The history 
of arctic exploration is bright with deeds of self-sacri- 
fice. The act of Roald Amundsen, in calmly risking his 
life, not for a friend, but for one to whom he was 
unfriendly, has stirred the coldest hearts and has proved 
the truth of Lowell’s words 
“Be noble and the noblemen that lies 
In other men, sleeping, but never dead, 

Will rise in majesty to meet thine own.” 

Let no man say that the world is growing worse, that 
money is the god of our devotion, when the reaction to 
deeds of daring and self-sacrifice is instant and uni- 
versal. As medical men we meet daily with heroic men 
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and women, who live under the shadow of death, who 
bear pain and bodily infirmities uncomplainingly, whose 
patient endurance fills us with profound admiration and 
awakens all the best in a true physician, who strives to 
give them himself—by manly sympathy, as well as by 
medical aid. No, this is a good world and we should 
thank God every day that we live in such - oe 
i 


Eliza Maria Mosher 


At the time of her recent death in New York City 
at the age of eighty-two, Doctor Mosher had practiced 
medicine for about fifty-three years. It will be recalled 
that on the completion of the fiftieth year of her practice 
a most notable banquet was given in her honor, on which 
occasion many encomiums were offered by distinguished 
physicians in praise of the much admired guest. .Super- 
intendent of the Massachusetts State Reformatory for 
Women, resident physician at Vassar, lecturer at Wel- 
lesley, Pratt Institute and Adelphi College, dean of 
women and professor of hygiene and household eco- 
nomics at Michigan, medical delegate to international 
congresses, senior editor of the Women’s Medical Jour- 
nal, author of works on hygiene, and active in the medi- 
cal societies and community organizations of Brooklyn, 
her career was a colorful and varied one—one which at 
the outset was essayed in an environment hostile to med- 
ical pioneers of her sex. Her masterful assumption of 
all the rdles that fell to her lot, her great abilities, and 
her personal charm, made her name, as Doctor William 
Seaman Bainbridge has said, stand out as that of one 
of the leading women physicians in the world, and were 
mighty factors in making it finally possible for other 
women to function in professional life on exactly the 
same plane as men. 








Miscellany 


Mrs. Eddy Consulted Doctors and Used Drugs 


London, Sept. 11—The Christian Science Parent 
Church published a statement today to show that 
Mrs. Mary Baker Eddy, the founder of Christian 
Science, “used drugs and consulted medical doctors 
on many occasions during a long period of years 
when she failed to get help through Christian Scien- 
tists.” 

This contention has been vigorously denied by the 
Boston “Mother Church” of Christian Science, one 
of whose spokesmen’ in Britain declared a fortnight 
ago that the assertion that Mrs. Eddy ever used mor- 
phine was an “absolute lie.” But today’s pamphlet 
quotes alleged evidence from letters and diaries by 
two of Mrs. Eddy’s secretaries. 

“No fewer than six medical doctors served Mrs. 
Eddy on various occasions during that period,” the 
pamphlet states, “as did at least four dentists, and 
utilized for her the usual methods of their profession, 
including anesthetics. Among prominent Boston 
church workers a few are still alive who helped to 
secure medical help for Mrs. Eddy, both at Concord 
and later at Chestnut Hill.” 

This evidence, declares the pamphlet, “must change 
the viewpoint of every honest and thoughtful student 
and transform the results of legitimate Christian 
Science practice”; but it adds that “in following the 
course she did, Mrs. Eddy acted in complete accord 
with the higher demands of her teachings.” 

It explains that during the experimental period 
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Mrs. Eddy had declared she used “no drugs what- 
ever” and this had mistakenly led students to attri- 
bute some definite power of evil or danger to drugs 
and all medical methods instead of recognizing them 
as part of the phenomena of the human mind. 

In later taking drugs and calling doctors Mrs. 
Eddy had merely “united the mental energy of the 
world’s hope of recovery through faith in materia 
medica and the spiritual power resident in the Chris- 
tian scientist’s understanding of man’s eternal spirit- 
ual nature and origin.” 

Students and members of her household, misunder- 
standing her action, had tried to conceal it. 

The pamphlet declares that Mrs. Eddy’s suffering 
and experience show the necessity of focussing hu- 
man endeavor along the pathway of conscious evolu- 
tion on the requirement of normal health as an inter- 
mediate practical standpoint between the extremes of 
metaphysical abstractions and gross materialism. 

It concludes its recital as follows: 

“Should the Christian Science Board of Directors 
in Boston make official denial of the substantial ac- 
curacy of the facts above stated the undersigned will 
feel in duty bound to publish further facts.” 


The Cat on Health 


A writer in The Milwaukee Journal points to the 
family cat as an expert on health. He suggests that 
by following her example in habit and diet we may 
all have the equivalent of a silky coat and a fine set 
of whiskers. 

Milk, as every one knows now, is a complete food. 
Pussy loves it. The little sphinx did not have to be 
told that it was good for her. When liver was ten 
cents a pound, she was loud in praise of it. She still 
likes it at a dollar, but her uninstructed instincts 
guide her taste. There is nothing snobbish about 
her. The idiosyncrasies of individual cats make 
some like green beans while others prefer cantaloupe, 
but all want some vegetable food. 

Unless human interference for which the cat is not 
responsible alters natural conditions, the feline figure 
is noted for grace. Stretching exercises keep it beau- 
tiful. Puss has a fondness for sunshine. She will 
curl up in a sunny spot as if she knew that violet 
rays were good for her. Considering these things, 
one must join the Milwaukee writer in watching the 
medical journals for an announcement that all the 
vitamins from A to Z are to be found in catnip. 

—New York Times. 





The Editor of The Lancet 


Sir Squire Sprigge, the Editor of The Lancet, who 
is visiting the medical centres of the United States to 
obtain first-hand information, especially upon educational 
aspects, has been Editor-in-Chief of The Lancet for 20 
years. He was educated at Uppingham and Caius Col- 
lege, Cambridge, where he graduated in arts and later 
in medicine, completing the clinical course at St. George’s 
Hospital, London. He was for a time private secretary 
to Sir Russell Reynolds, President of the Royal Col- 
lege of Physicians of London, and while pursuing his 
profession as a physician wrote largely for the press, 
both medical and general, upon medico-social and medico- 
educational topics. While travelling in America with the 
late Walter Besant, the novelist, over 30 years ago, he 
contributed to The Lancet a number of notes upon a few 
of the centres of medical education in the States, with 
the result that he was asked to join the staff of The 
Lancet as an editorial contributor. The connection with 
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The Lancet thus formed, which had its actual origin in 
an interest in American education, has never been broken, 
and in 1908 he was appointed Editor-in-Chief of the 
paper. The vacancy was caused by the death of the third 
Thomas Wakley; the previous editors of The Lancet, 
during its life of 85 years, having all been members of 
the Wakley family and descendants of the first Thomas 
Wakley, the remarkable founder of the paper. 

Thus, as Editor of The Lancet, Sir Squire Sprigge 
succeeded to a long tradition of policy and design, and 
one which had proved so successful from the scientific 
and practical points of view that all variations from it 
were apt to be viewed with distrust by the older members 
of the staff. The new Editor found the introduction of 
more modern sentiments, and especially of a more re- 
ceptive attitude towards public views both at home and 
abroad, attended at first with difficulties; but when in 
1923, after nearly 15 years in the editorial chair, the 
Centenary Celebrations of The Lancet were held, any 
doubts as to his capacity for leadership must have dis- 
appeared, so extraordinarily wide and representative 
were the messages of appreciation that poured in from 
all parts of the world. 


Public Health 


International Health 


To many it is a new idea that the League of Nations is 
concerning itself with health. We think of it as a more or 
less successful attempt to prevent war. But clearly the framers 
of the Covenant of the League had reflected that positive in- 
ternational cooperation in every matter of mutual interest is 
one of the ways to prevent war by increasing international 
understanding, international usefulness, and international edu- 
cation. 

Article 23, Paragraph (f) of the Covenant of the League 
provides that members of the League shall “take steps in matters 
of international concern for the prevention and control of disease.” 

Presumably nations cannot fruitfully cooperate in every matter, 
but in preventing disease their interests are inevitably linked 
by the fact that bacteria and the carriers of bacteria, mosquitoes, 
lice, rats, and man, pass freely across national boundaries and 
strategic mountain ranges, and even over the protecting oceans. 
One man’s poison may be another man’s meat but all men’s 
parasites are remarkably cosmopolitan, and spread their blight 
without respect of creed, color, or previous condition of ser- 











vitude. 

The health work of the League has thus far included: 

1. Preliminary emergency work of the Epidemic Commission 
(against the post-war epidemics of eastern Europe), 1920-1923. 

2. Building up the Health Organization of the League of 
Nations under which falls the work of 

(a) Epidemic control. 

(b) The mutual education of nations in the ways of pro- 
moting health (interchange of health officers). 

(c) The control of the production and traffic in opium and 
cocaine. (This is not under the Health Organization but under 
a separate division of the League’s activities.) 

(d) Anti-malaria campaigns. 

(e) Standardization of drugs, sera, etc. 


I 

Immediately after the war, Russia and. Poland were the prey 
of devastating epidemics of typhus, malaria, and relapsing fever. 
To fight these germ-armies they sorely needed trained help and 
material assistance. But the rest of Europe was also menaced. 
Quarantine barriers were not enough. The eastern plague spots 
of contagious disease must themselves be attacked if western 
Europe was to be safe from bacterial invasion. Refugees from 
Bolshevik Russia were pouring into Poland and other border 
countries. It was mutual interest therefore that provided money 
and energy to fight typhus and malaria in Russia and later to 
check the overflow of disease across the borders of Greece when 
the Greek refugees came tumbling back from Asia Minor after 
their defeat by the Turks. Among other health measures a vac- 
cination campaign was organized and about 550,000 of these 
refugees were vaccinated against the three prevalent diseases— 
typhoid, cholera and smallpox. 

II 

The first problem was to get under way without disturbing 

the old pre-war “Office international d’hygiene publique” at 
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Paris, which had previously endeavored to carry on international 
health work. Duplication was avoided*by asking the Permanent 
Committee of the old French organization to become the “Ad- 
visory Council” of the new Health work, and by giving the Per- 
manent Committee the power to elect nine of the twenty members 
of the League’s H@alth Committee, the rest being appointed by 
the Council of the League. 

In practice this works well enough, because the essential ener- 
gies are supplied by the paid secretariat of the League, which 
through its Health Section (as through its other quiet, vigilant, 
and tireless bodies) does the main work of the League. 

One of the most significant points about the League’s health 
organization is that in its committees and subcommittees it in- 
cludes Russia, the United States, Mexico, and other nations 
which are not members of the League but are too much concerned 
about international health to stay out. 

Another vital point is that its Health Committee has accepted 
financial aid from the International Health Board of the Rocke- 
feller Foundation. I was in the office of the Health Section at 
Geneva during a recent visit of George E. Vincent, President of 
the Rockefeller Board, and was at once made aware of the im- 
portant.share taken by this Board (and so by the United States) 
in the League’s health work. In 1926 the Board gave two-fifths 
of the money expended under the League’s Health Committee in 
some of the projects next to be explaind. 

(a) Epmemic INTELLIGENCE 

Until the organization of the League’s Health Committee the 
world had no way of protecting itself adequately against the 
spread of contagious diseases from the notorious “plague spots” 
in Asia, in Russia, in Africa, and elsewhere. The previously 
existing health organizations (the Paris organization and the 
Rockefeller Health Board) had never been able to secure and 
publish from week to week the vitally necessary information 
as to the diseases epidemic in the far East, as to the sailing of 
infected shhips, as to the great pilgrimages and the other car- 
riers of infection. Hence until 1925 a large part of the world 
was ignorant of the health dangers that might at any time be 
threatening it from some of the most dangerous portions of 
the earth’s surface. We had current health statistics from west- 
ern Europe and from North America with tolerable regularity 
week by week. From the rest of the world, including the regions 
most likely to hand us dangerous contagions, we had occasional 
belated reports or none at all. Even now, though the League 
has vastly bettered things in this respect, there are nearly forty 
per cent of the inhabitants of the earth’s surface about whose 
health and diseases we have no regular and prompt information, 
such as we could act upon to check contagion along the lines 
of trade. 

But in March, 1925, a new era of terrestrial health service 
began with the establishment at Singapore of a station whence 
was broadcast by wireless the health conditions of thirty-five 
ports in twelve neighboring countries. By October, 1926, this 
number had been increased to 135 ports in 47 countries, includ- 
ing mose of those most apt to be dangerous to the rest of the 
world. Singapore was selected for the Eastern Health Bureau 
because it is at the center of a group of ports whence cholera, 
plague, and smallpox are most apt to be spread by outgoing ships 
to other parts of the world. 

The information is gathered at Singapore from India, China, 
Japan, the Malay States, the Philippines, Borneo, Australasia, and 
the east coast of Africa, and is cabled weekly in code to Geneva, 
where similar reports are received from Europe arid from Amer- 
ica. From Geneva the combined reports are relayed to all parts 
of the world. . 


Health conditions in parts of West Africa, South and Central 
America, and the Black Sea ports are still not promptly or regu- 
larly reported, but the governments of Bulgaria, Egypt, Rou- 
mania, Palestine and Syria agreed during 1925 to telegraph in- 
formation as to cholera and plague weekly to Geneva. During 
1926 Albania, Chile, China, Costa Rica, Luxemburg, Peru, Anglo- 
Egyptian Sudan, and Transjordan were added to the list of those 
regularly reporting. 

Besides reporting to Geneva (and so to the rest of the world 
through the Weekly Health Record published there) the informa- 
tion gathered hy the League’s Bureau at Singapore is now broad- 
cast by wireless to as much of the entire world as can catch it 
from the powerful wireless stations in Java, Borneoe, Bombay, 
Madras, Calcutta, Shanghai, French Indo-China and Karachi. 
Gratitude for these broadcastings was expressed during 1926 
by the Health Administrations of South Africa, Kenya, Bagdad, 
Italian and British Somaliland, Mauretius and Saychelles. 

The Singapore bureau also spreads to the neighboring Health 
Administrations of the Far East and to the shipping world, cur- 
rent news about the movements of pilgrimages (notorious car- 
riers of infection). of live-stock and animal diseases. 

In Algiers the French have begun independently to collect and 
broadcast the current news about yellow fever, relapsing fever, 
plague, sleeping sickness, and meningitis from available points 
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in North, West, and Central Africa—the parts not reached by 
the Singapore Bureau. 

It is really amazing how the world has managed to wait so 
long for the League of Nations to take up this obviously essential 
work of Epidemic Information, without which the health of the 
world can never be adequately safeguarded. We must confess, 
however, that with diseases like “influenza” and infantile paraly- 
sis all the information in the world does not at present help us, 
for even when we know that these diseases are likely to invade 
us, we are powerless to defend ourselves, because we do not know 
how they are spread. With cholera, typhus, plague, sleeping 
sickness, yellow fever, malaria, and other dangerous infections 
the world now has this essential knowledge and can adequately 
protect itself from invasion with the help of the information 
provided week by week through the League’s Health Service. 

(b) INTERCHANGE oF HEALTH OFFICERS 

Next in importance, I think, is the League work in the inter- 
change of health officers between different countries. Health 
officers are now of value not only in preventing the spread of 
epidemics like those just referred to, but in many other fields 
of preventive medicine, such as (1) the vaccination of the peo- 
ple at large not only against smallpox but against typhoid, diph- 
theria, scarlet fever, against many tropical diseases, and pos- 
sibly against tuberculosis ; (2) the general campaign against 
infant mortality and for child hygiene, through school nurses, 
school doctors, and school hygiene; (3) industrial medicine and 
industrial hygiene; (4) the campaign against tuberculosis, ma- 
laria, venereal diseases, diabetes and cancer; (5) health insur- 
ance; (6) the production and distribution of pure milk, water 
supplies, etc. 

Different countries of the world have made particular ad- 
vances in one or another of these fields, e. g., Italy in anti-mala- 
rial work, England in industrial medicine, ease in vaccination 
against tuberculosis, Germany in health insurance, the United 
States in the campaign against tuberculosis and venereal dis- 
ease, Japan in the study of foods. Therefore health officers from 
one country can learn much by studying on the spot the methods 
of another country and then carrying back what they have 
learned. 

Groups of fifteen to twenty health officers, each representting 
one country, are given six-weeks’ tours in Europe, in Japan, or 
in the United States, the tours ending with a conference to 
sort out and verify the gains. Of these health tours there were 
three in 1923, four in 1924, eight in 1925, and six in 1926. Dur- 
ing 1925 Japan, which is a leader in public health work, gave a 
tour of instruction to officers from Australia, Borneo, Ceylon, 
China, Dutch East Indies, Malay States, Hong Kong, India, 
Indo-China, New Zealand, Philippine Islands, Russia, Siam, and 
the Straits Settlements. Not the least benefit from these tours 
of instruction is that reaped by the country providing them. In 
this case Japan reported gains due to being led to survey her 
own methods more thoroughly and so to reform and develop 
them, as, after international inspection and inquiry, one naturally 
would do. 

The International Health Board of the Rockefeller Foundation 
has largely financed these tours. 

During 1926 representatives of fifteen health administrations 
(from Europe, Asia, North and South America) visited fifteen 
cities in "Great Britain; representatives of fourteen countries 
studied rural sanitation in Denmark. Eight West African health 
andministrations—including French, Belgian, Portuguese, and 
Spanish colonies as well as South Africa, Gold Coast, Nigeria, 
and Sierra Leone—studied the British and French health work 
in Africa and had their final conference at Freetown. As sample 
results of this conference Nigeria borrowed a health expert from 
South Africa to direct an anti-plague campaign (de-rat-ization 
it is called!) in Nigeria. Moreover, general vaccination agaist 
plague was enforced on all natives, sailors, or emigrants leaving 
the Nigerian port of Lagos. 

Also during 1926 a conference of Mediterranean port officers 
was brought together from Algiers, Gibraltar, Malta, Greece, 
Italy, Yugo-Slavia, Spain, and Syria to consider methods of 
port hygiene and especially the “deratization” of ships. 

Such tours and conferences are practical, not formal, because 
progress in public health work is so rapid that interchanges be- 
tween all parts of the world are necessary if all countries are 
to reap the benefit of what each is learning. 

(c) Opium 

One cannot truthfully say that much progress has been made 
thus far in the international campaign against the habit- forming 
drugs, morphine, heroin (its derivative), and cocaine. The main 
advance is along the path of facing the ominous forces, commer- 
cial and psychological, which drive against the world’s welfare 
through the use of these drugs. and of realizing that international 
action is essential to their control. 

Althongh the Hague Convention of 1912 declared that “The 
Contracting Powers shall enact laws to limit to the medical and 
legitimate purposes the manufacture, sale, and use of morphine, 
cocaine, and their salts, and shall cooperate with each other to 
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prevent the use of these drugs for any other purpose,” no ade- 
quate means of carrying out this admirable plan have ever been 
put in force. 

The Geneva Conference of 1924-5 registered an appreciable 
advance upon the Hague Convention in recognizing that there 
are probably but two effective methods of controlling the nar- 
cotic evil—(1) By limiting the acreage on which poppies and 
the cocoa plant can be grown; (2) By limiting the manufacture 
of morphine, heroin, and cocaine from these plants. 

A third method which has been tried for fifteen years and 
found wanting is the import and export certificate system. This 
is exceedingly difficult to enforce, because morphine and cocaine 
tablets can be concealed (as in recent cases) in gas cylinders or 
inside bags of white peas, or in suitcases. They can be trans- 
mitted by mail in forms difficult to recognize. 

The most tangible evidences of recent progress are the fol- 
lowing : 

(1) Japan shows sighs of real determination to curb the evil. 

(2) Italy—a country which neither grows nor manufactures 
these poisons and is therefore not confused by commercial inter- 
ests—showed at a recent session of the League Council, January 
17 to February 3, 1927, vigorous interest in fighting an evil 
which has grown to threatening proportions within her own 
boundaries. 

(3) The medicinal and scientific needs of the civilized nations 
have recently been agreed upon (.45 gram of opium per person 
per year, equivalent to about four moderate doses of morphia). 
While these quantities are probably in excess of any legitimate 
use, they are still vastly less than the amounts actually con- 
sumed in most countries, and they give us a definite figure to 
work towards in our efforts against drug habits. 

(d) MALARIA 

The League Commission on malaria has made several tours 
and studies in the countries especially plagued by malaria and 
seems to have been convinced by the notable success of drainage 
and mosquito-killing in Palestine and Syria that wherever this 
method can be carried out it is more effective than the attempt 
to stamp out the supply of malaria parasites by giving intensive 
treatment to the sick and protective quinine to the well. 

During 1926 and 1927 the help of the Malaria Commission has 
been asked and given in Albania, ‘Corsica, Yugo-Slavia, Spain, 
and other Mediterranan countries. 

(e) THE INTERNATIONAL STANDARDIZATION OF Drucs, SERA, ETC. 

It is obviously as valuable to come to some world agreement 
as to the standard strength and dosage of anti-toxic sera and 
other drugs as it is to mean the same thing everywhere by a 
meter or a kilogram. This work was begun in 1921 by a com- 
mittee of the Health Section of the League, and up to the present 
time agreement has been reached and world-standards estab- 
lished in regard to: 

1. Diphtheria antitoxin. 

2. Insulin. 

3. Thyroid extract. 

4. Adrenalin. 

5. Digitalis. 
The fixing of international standards for all drugs of established 
value is the goal proposed. 


Other problems attacked are (a) that of greater international 
uniformity in vital statistics and the terminology of disease, and 
(b) the campaigns against cancer, tuberculosis, African sleeping 
sickness, rabies and leprosy. 

I believe that the health work of the League will continue to 
be one of the subjects on which the nations of the world can 
most effectively work together. The basic fact is that their in- 
terests are here substantially identical and inseparable—because 
of the indifference of rats, lice, mosquitoes, and bacteria to na- 
tional boundaries, and the easy spread of these pests by ships, 
trains, and every means of travel. These facts will, I think, 
make the nations (both in and out of the League) wise enough 
to cooperate for mutual aid. And once accustomed to help each 
other in this matter it will be easier to agree and harder to quar- 
rel about the other problems which have hitherto led to war.— 
Ricwarp C. Casot, M.D. 


The Public Health Nurse 


“There are two historical fizures in America who through 
service to society have gained the corfidence of the people whom 
they serve almost to the extent tha‘ their word is final,” Miss 
Ann Dickie Boyd, supervisor of Nurses, Public Schools, Denver, 
Colorado, declared speaking before a joint session of the American 
Child Health Association and the American Public Health As- 
sociation. 

“These figures are the family physician and the school teacher. 
If these two characters are to continue into the society of the 
future they must admit a third person, the public health nurse, 
into their fraternity. 

“Figures from our own work in Denver indicate a distress- 
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ingly low percentage of defects corrected during the school year 
of 1927-1928. Of the 14,443 pupils examined probably two-thirds 
had been examined previously by the school physician. Of these 
14,443, 3,008 were found to have nutrition defects, indicated by 
weight abnormality, and only 34 had corrected their weight de- 
fects siince the last examination; 3,937 of these pupils had diseased 
and enlarged tonsils and only 520 pupils had had their tonsils 
removed since the last examination. Of 2,424 pupils with poor 
posture only 55 had corrected posture since the last examination. 
Figures for other defects are of about the same proportion. 
One must agree that something is very wrong. 

“Our ratio of nurses to pupils is too low and the nurses 
are required to do too much clerical work. I do not believe, 
either, that the nurse ought to have to spend any of her time 
securing the right attitude toward the school health program on 
the part of the superintendents, principals and teachers. Edu- 
cators strive to develop proper habits and attitudes in their pupils 
and are, therefore, expected to have proper attitudes themselves. 
For the very reason they have assumed the responsibility of 
educating youth, they should stand without reservation in favor 
of a school health program. 

“Unfortunately not all of them do and as a result the nurse 
must spend varying amounts of her time educating educators 
to have the right health attitude, leaving much less time for 
her real job.” 





Diagnosis and Treatment 


Convalescent Serum in Epidemic Poliomyelitis 


The report by Aycock and Luther in this issue of The Journal’ 
is a significant contribution to the study of the treatment of 
epidemic poliomyelitis. The main indication for treatment in 
this disease is the prevention of paralysis, which is due -to the 
action of the poliomyelitic virus on the nerve cells that preside 
over movement and nutrition of voluntary muscles. Fortunately 
there is a period in the evolution of the attack of poliomyelitis 
during which it may be possible to neutralize the virus before 
it can develop its maximum destructive effects on the motor 
nerve cells. This is the preparalytic stage of the disease and 
there seems to be no question that poliomyelitis can be recognized 
in this stage. At any rate the report by Aycock and Luther 
marks a definite advance in the treatment of poliomyelitis in 
the early stages, because it is based on a series of cases in all 
of which the diagnosis of poliomyelitis was made during the 
first four days of the disease before paralysis had appeared. On 
account of the fundamental importance of making a correct diag- 
nosis of preparalytic poliomyelitis, the following statement by 
Aycock and Luther is repeated: 

The child seems prostrated to a greater degree than the tem- 
perature, which is usually under 102F., would indicate. The 
face is flushed, the expression is anxious, and there is frequently 
pallor about the nose and mouth. The throat is mildly injected, 
but not enough in itself to account for the child’s condition. 
The pulse is usually rapid out of proportion to the temperature. 
The rest of the physical examination is negative, except for 
that portion which deals with the nervous system. There is 
frequently a rather coarse tremor when the child moves, which 
may be very striking. There is a distinct rigidity of the neck; 
however, this is not as marked as that usually seen in meningitis. 
The patient tilts the head on the neck but does not bend the 
neck on the shoulders. As a result, the head can be brought 
about half way forward, when resistance is encountered, and 
the child complains of pain. More constant and more character- 
istic than the stiffness of the neck is a stiffness of the spine. 
This is best brought out by having the patient sit up in bed and 
try to bend the head down onto the knees. The average child, 
ill with other infections, is very flexible and has no difficulty in 
doing this. If these patients bend forward at all it is from the 
hips, with the spine held rigidly. Many of them cannot assume 
a comfortable sitting position without propping themselves up 
on their arms. Anterior flexion of the spine often causes a 
drawing pain in the lumbar region. Kernig’s sign is not usually 
marked at this stage, but the deep reflexes are frequently hyper- 
active rather than diminished, as they are later. A cerebral 
tache is almost always present, not infrequently becoming a 

rplish, irregular blotchy line a half inch or more in width. 
ft is the presence of these signs and symptoms which justifies 
a probable diagnosis of anterior poliomyelitis and calls for the 
final step in the diagnosis. 

This step is examination of the spinal fluid. The fluid is 
usually under moderately increased pressure (from 150 to 200 
mm. of water). Macroscopically the fluid appears to be clear, 
but when viewed by transmitted light it presents a faint haziness 


1 Aycock, W. L., and Luther, E. H.: Preparalytic Poliomyelitis, this 
issue, page 387. 
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which has been described by Zingher as a “ground glass” appear- 
ance. There is an increase in cells, usually between 50 and 250, 
but occasionally as high as 700 to 800, or as low as 20. These 
cells may be largely polymorphonuclear early, but later are 
lymphocytes. There 1s an increase in globulin, 

The results obtained by Aycock and Luther from intraspinal! 
and intravenous injections of convalescent serum in 106 patients 
during the preparalytitc stage are encouraging. Only one of these 
patients developed fatal paralysis; of the remainder, 64 per cent 
developed paralysis—a fact that increases the cnfidence in the 
diagnosis—but in these cases the average total paralysis as well 
as the severer grades of paralysis were much lower than in un- 
treated, non-fatal cases elsewhere in Massachusetts during the 
same period. As the matter now stands, theretical considerations 
and the results of careful observation appear to justify fully the 
further trial of convalescent serum in preparalytic poliomyelitis. 

The report by Flexner and Stewart* of fundamental experi- 
ments, the results of w hich indicate possible value in the use of 
convalescent serum for the prevention of infantile paralysis, also 
appear in this issue. Monkeys were protected against inocula- 
tion by the use of the serum; hence the investigators suggest the 
production of passive immunity in children, in the event of severe 
outbreaks of poliomyelitis, by the subcutaneous injection of from 
10 to 20 cc. of convalescent serum. Obviously the experimental 
nature of the procedure makes it desirable that the results be re- 
corded particularly when the method is used in any considerable 
number of cases—Jour. A. M. A., Aug. 11, 1928. 


Interpretation of Chronic Infections of Prostate and Seminal 
Vesicles 


Studies were made by Russell D. Herrold, Chicago (Journal 
A. M. A., Aug. 25, 1928), of the virulence of the prostatic 
fluids of twenty-six patients with chronic prostatitis and seminal 
vesiculitis to determine the more exact significance of this in- 
fection. The same bacteria frequently predominated in cultures 
repeated at various intervals. These predominating types were 
more often positive in the virulence tests than other bacteria. 
The groups of urethral fiora in chronic prostatitis are often de- 
pendent on the infection in the prostate and seminal vesicles. 
One or more types of bacteria isolated in cultures from the 
prostatic and seminal fluid are frequently agglutinated by the 
patient’s serum. Prostatic fluids containing bacteria agglutinable 
by the patient’s serum were lethal for mice more often when in- 
jected intraperitoneally than those containing strains nonagglu- 
tinable with the homologous serums. Skin tests with the super- 
natant broth of three day growths of the whole prostatic fluid 
inoculum seem to indicate that the fluids producing the greatest 
amount of skin reacting substance are more likely to be lethal 
for mice when injected intraperitoneally. The tentative results 
of the virulence tests indicate that further studies to attempt 
a more definite evaluation of focal infections at their source 
are worthwhile. It is probable that the value of autogenous 
vaccines may be enhanced if more care is used in the selection 
of the strains for the preparation of the vaccines, so as to include 
the bacterial types agglutinated by the homologous serum. 


Suggested Test for Pregnancy 


The technic of the test suggested by A. C. Siddall, Cleveland 
(Journal A, M. A., Feb. 4, 1928), is as follows: Twenty-five 
cubic centimeters of patient’s blood is collected in a sterile tube 
and permitted to clot. The serum is withdrawn into another 
sterile tube and kept in the refrigerator. One cubic centimeter 
of the blood serum is injected subcutaneously into an immature 
virgin white mouse once daily for four or five days. On the sixth 
day, a vaginal smear is made according to the method elaborated 
by Allen and Doisy in order to determine the phase of the estrual 
cycle of the mouse. The animal is then killed, and the weight in 
milligrams is immediately determined on a chemical balance. The 
bicornate uterus together with the ovaries is dissected out in one 
piece free from the vagina and other attachments and the weight 
in milligrams determined on a chemical balance. The weight of 
the mouse is divided by the weight of the uterus plus the ovaries, 
and the resulting ratio is the criterion for a positive or negative 
conclusion. The results to date indicate that a ratio below 400 is 
positive for pregnancy while a ratio above 400 is negative for 
pregnancy. Forty-five patients in all were tested. Of nineteen 
non-pregnant patients, eighteen gave a negative mouse test. Of 
twenty-six pregnant patients, twenty-five gave a positive mouse 
test. 


G. U. Wisdom 


Bilateral pyelograms are very comforting to the roentgenolo- 
gist for most abnormalities that occur on both sides are con- 
genital and not the result of acquired pathology—Miley B. 
Wesson, M.D., in Radiology. 


* Flexner, Simon: and Stewart, F. W.: Protective Action of Convales- 
cent Poliomyelitis Serum, The Jourzal, this issue, page 38 








